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W E have had the opportunity, during the 
past few months, to study intensively a num- 
ber of cases of pneumococcic meningitis treated 
with sulfanilamide alone or in various combina- 
tions with specific antipneumococcic serum and 
fresh human serum (complement). In this pa- 
per we are presenting a group of cases illustrating 
certain aspects of these studies. The immediate 
interest in these cases concerns 6 patients who 
recovered. The method of treatment tentatively 
evolved and the one which thus far has given 
the most favorable results as judged by the clini- 
cal response and the laboratory findings in this 
small group of cases will be described. This 
method is based upon the results of clinical, bac- 
teriological and immunological studies in patients 
with pneumonia and other pneumococcic infec- 
tions, including meningitis, and upon more recent 
investigations of the mechanism of the action of 
sulfanilamide, alone or in combination with spe- 
cific serum, on pneumococci in human blood (in 
vitro) and in patients undergoing treatment for 
pneumococcic infections. The details of these stud- 
ies are left for separate consideration elsewhere. 
It will suffice to enumerate here the pertinent 
findings which provided the rationale for the pres- 
ent approach. 

It may be stated at the outset that a number 
of studies in some of the present cases have not 
yet been completed. Moreover, it is felt that 
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further observations, in a larger number of cases, 
are necessary before final conclusions can be drawn 
with regard: to the principles involved, and the 
relative importance of each of the various steps 
and agents used in the treatment. It will also 
be essential to assess the quantitative aspects of 
the treatment, the various types of cases in which 
this method of therapy is applicable and effective, 
and the importance of other therapeutic measures. 
At this time no attempt will be made to review 
the numerous papers on pneumococcic meningitis 
that have appeared in the recent literature. These 
are concerned chiefly with clinical reports of iso- 
lated cases recovering either spontaneously or after 
various surgical measures, after specific therapy or, 
more recently, after treatment with sulfanilamide.t 


RESUME OF BACTERIOLOGICAL AND IMMUNOLOGICAL 
FINDINGS IN CASES OF PNEUMOCOCCIC MENINGITIS 


The clinical and bacteriological data have been 
accumulated in the course of several years’ study 
of pneumonia and pneumococcic infection at the 
Boston City Hospital. The distribution of specific 
types in 99 cases of pneumococcic meningitis oc- 
curring at this hospital between November, 1929, 
and June, 1936, has been reported elsewhere.’ There 
was no striking predominance of any types among 
these cases with the exception of the high frequency 
of Type III in cases complicating middle-ear and 
mastoid infections. None of these or of the sub- 
sequent cases recovered except the 6 to be de- 
scribed. 

The numbers of pneumococci recovered from 
the cerebrospinal fluid in untreated cases of pneu- 
mococcic meningitis have usually been large and 
have frequently reached the numbers found in 

tThe exhaustive review by Holman, W. L., and Duff, G. L. (Am. J. 

ferences 


M. Sc. 195:379-416, 1938), contains re most of the recent papers 
dealing with sulfanilamide in pneumococcic infections. 
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pure cultures of these organisms when grown in 
the most favorable fluid medium (from 1 to 
1000 million living pneumococci per cubic centi- 
meter of spinal fluid). Along with these organ- 
isms there is found a considerable amount of spe- 
cific precipitable substance. 

Two groups of immunological studies have been 
conducted. One concerned antipneumococcic im- 
munity, natural and acquired. Many of these 
studies have been conducted along the lines indi- 
cated by the work of Ward? and Robertson*® and 
their respective co-workers whose findings were 
confirmed and extended. It was found that, for 
the destruction of pneumococci, three components 
are essential: specific antibodies, an adequate num- 
ber of living phagocytic leukocytes, and a heat- 
labile factor (complement) residing in the serum. 
Except in infancy, most human beings have what 
might be called “natural antibodies” in that their 
blood is capable of destroying large numbers of 
many types of virulent pneumococci. These nat- 
ural antibodies, however, are not associated with 
demonstrable type-specific agglutinins or with anti- 
bodies capable of protecting mice against other- 
wise fatal doses of pneumococci. The latter have 
been demonstrated only after immunizing contact 
with living pneumococci or with their antigenic 
components, that is, after infection, active immuni- 
zation or the carrier state. These acquired anti- 
bodies seem to play an essential role in the mecha- 
nism of recovery from pneumococcic infections. 

The second group of studies concerned patients 
with meningitis and were, for the most part, an 
application of the results of the investigations on 
pneumococcic immunity to studies similar to those 
on influenzal meningitis made by Ward and Foth- 
ergill.* Only the salient findings need be men- 
tioned. 

We have not succeeded in demonstrating the 
presence of complement in the cerebrospinal fluid 
(0.4 cc. was the largest amount of fluid used) 
from untreated cases of pneumococcic meningitis, 
with one exception. In this case, with infection 
due to Type VII pneumococcus, the first observa- 
tion was made on cerebrospinal fluid obtained 
after the patient had received antimeningococcic 
serum intraspinally. Both the blood and spinal 
fluid had unusually high titers of specific Type 
VII antibody (mouse protection and agglutinins) 
at the time of this observation. This patient died 
several weeks later after multiple operations for 
brain abscesses. When fresh human serum was 
introduced intraspinally in active cases, the com- 
plement could not be demonstrated after the lapse 
of a few hours. 

Patients with pneumococcic meningitis, like those 
with other focal pneumococcic infections, frequent- 
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ly have demonstrable specific antibodies (opsonins, 
agglutinins and mouse protection) for the ho- 
mologous type in their circulating blood, provided 
there is no bacteremia. In meningitis associated 
with vegetative endocarditis, however, bacteremia 
and high titers of circulating homologous type- 
specific antibodies may coexist. No such antibodies 
can be demonstrated in the cerebrospinal fluid at 
the same time, except under unusual circumstances 
such as in the case just mentioned. 

We have not been able to demonstrate pneu- 
mococcus antibodies (agglutinins or mouse protec- 
tion) in the cerebrospinal fluid after the intrave- 
nous injection of antipneumococcic horse or rabbit 
serum, either in the presence or absence of men- 
ingitis. 

Studies on the action of sulfanilamide have shown 
that, when this drug is added to whole defibrinated 
human blood in appropriate amounts, it has a mod- 
erate to marked bacteriostatic action on most of 
the strains and types of pneumococci tested. This 
action fails or is only slight in the blood of cer- 
tain patients with pneumococcic infections, particu- 
larly if the blood stream is heavily invaded. Sim- 
ilar amounts of sulfanilamide markedly enhance 
the pneumococcidal action of immune serum 
(horse and rabbit) added to whole blood in vitro, 
even when the blood of a heavily invaded patient 
is used. The bacteriostatic and bactericidal action 
of the whole blood of patients with pneumococcic 
infections after receiving treatment with sulfanil- 
amide or with this drug and immune serum is 
identical with that of the blood taken before 
treatment and tested after the addition of equivalent 
amounts of these materials in vitro. 


In cases of pneumococcic meningitis the bacterio- 
static action of sulfanilamide is evidenced by a 
rapid reduction in the number of organisms that 
can be cultured from the cerebrospinal fluid and 
apparent cessation of multiplication, at least for a 
considerable period after treatment is begun. With 
the reduction in the numbers of organisms there 
is a rapid rise in the sugar content of the cere- 
brospinal fluid, even while the infection persists 
and sometimes even in the presence of large num- 
bers of organisms. If frequent punctures are done, 
the protein content of the fluid and the number 
of leukocytes may also drop markedly while 
the infection is still present. In some cases the 
infection clears up with this treatment alone after 
a varying length of time, usually ten days or more. 
It is possible that with proper doses this result can 
be attained more regularly and with many strains 
of pneumococci, but in most of the cases of our 
series, in which ordinary dosages were emploved, 
the infection persisted and eventually increased 
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again. These aspects and others are brought out 
more effectively in the case reports. 

Certain other inferences and assumptions have 
been invoked in working out a rational method 
of therapy. These are based, in part, on the re- 
sults of test-tube experiments and on what might 
be called “clinical impressions” from observations 
of the consequences of certain modes of therapy 
used in the past. 

It may be assumed that, if any considerable 
quantity of a highly potent specific therapeutic 
serum is introduced into the spinal canal in an 
otherwise untreated case of pneumococcic meningi- 
tis, certain reactions may take place which are 
similar to those observed when such a serum is 
added to a test tube containing a heavily grown 
culture. These reactions would consist of ag- 
glutination of the organisms into large floccular 
clumps and the formation of a heavy precipitate 
from the interaction of the free soluble specific 
substance and its specific antibody. Such reac- 
tions may be harmful fully apart from their pure- 
ly mechanical effect, since they would obviously 
enhance the possibilities of interfering with proper 
circulation and drainage of spinal fluid, and pos- 
sibly enhance the inflammatory reaction in the 
meninges. In vitro phagocytic and pneumococcidal 
tests on whole blood have shown that such ag- 
glutination and precipitation result quite regular- 
ly in the formation of large clumps of phagocytic 
leukocytes which become enmeshed in the clumps 
of agglutinated organisms; these cells become eas- 
ily disrupted after they have engulfed numerous 
bacteria or they are prevented from acting on the 
bacteria. Free growth of organisms usually oc- 
curs under such conditions, whereas, if similar 
amounts of culture and much smaller amounts of 
serum are used, phagocytosis and killing of the 
pneumococci result. This has already been 
pointed out by Ward.’ It may be further as- 
sumed that the precipitate may be toxic to the 
phagocytic cells as shown by Cromwell and Cen- 
teno,° thus interfering further with their action 
even if complement and an optimum amount of 
the antibody were introduced. 

One of our aims has been to avoid harmful 
reactions. We have learned from experiences with 
the intravenous use of concentrated antipneu- 
mococcic horse serums and from our recent ex- 
periences with therapeutic rabbit serums, that un- 
toward reactions, entirely apart from what might 
be called reactions of sensitiveness, may follow 
the administration of these agents. Any type of 
reaction may prove harmful and even serious, par- 
ticularly in the hands of inexperienced individuals. 
Furthermore, any given preparation may be ad- 
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ministered with impunity to a large number of 
patients and yet give untoward reactions of con- 
siderable severity in some isolated recipient. When 
such a reaction occurs after intravenous injections, 
particularly if one is prepared for such a con- 
tingency, it can usually be overcome by appro- 
priate treatment. However, in certain old and 
debilitated individuals, and in some patients other- 
wise in good general condition who have had a 
severe infection and “toxemia” for several days, 
these reactions may be followed by a rapid de- 
cline and may possibly hasten a fatal outcome. 
Such general reactions, and perhaps even local 
reactions, may occur after intraspinal injection. 
These reactions, either by themselves or coupled 
with the interaction of the antibody with the 
components of the cerebrospinal fluid previously 
noted, may account for some of the sudden deaths 
or for the rapid declines that have been known 
to occur after intraspinal and especially after in- 
traventricular injections of antipneumococcic se- 
rums. Since the reactions from intravenous injec- 
tions cannot be predicted, in a given case, we 
have felt that the direct use of therapeutic anti- 
serums intraspinally, at least in the amounts usu- 
ally employed, should not be the method of choice 
and other methods should be tried. 

Many cases of pneumococcic meningitis have or 
soon develop bacteremia. Except in cases with en- 
docarditis, to which reference has already been 
made, it would seem essential for the proper con- 
trol of the meningitis to prevent or control the 
bacteremia. This may be accomplished in many 
instances by the use of appropriate doses of sulfanil- 
amide. According to our observations, the efficacy 
of this agent is quite uncertain when it is em- 
ployed alone, and we have definitely failed to con- 
trol heavy blood-stream invasions in many pneu- 
monia patients by the use of large doses of the 
drug. However, we have found that specific se- 
rum given intravenously, particularly if used in 
conjunction with sulfanilamide therapy, has ef- 
fectively controlled even massive blood-stream in- 
vasions. It seems reasonable, therefore, that this 
procedure should be an important adjunct to the 
treatment of pneumococcic meningitis. Obviously, 
if it can be shown that the patient already has 
a large excess of circulating antibodies against 
the infecting organism in his blood stream, as 
demonstrated by the presence of agglutinins, precip- 
itins or mouse-protective antibodies, the intrave- 
nous injection of therapeutic antibody would be 
superfluous. The demonstration of naturally oc- 
curring opsonins, as shown by phagocytosis or by 
pneumococcidal action of the whole blood, is not 
usually sufficient, since these have been demon- 
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strated early in the course of pneumococcic infec- 
tions even in the presence of progressive bac- 
teremia.*: 

It seems reasonable to suppose that, following 
the use of sulfanilamide, which, as we have noted, 
results in decreasing the infection in the meninges 
at least temporarily, small amounts of specific anti- 


body and complement may, in some individuals, 


reach the infected meninges and not be detectable 
by the ordinary tests because they are rapidly 
used up. In this event recovery might take place 
without further treatment. On the other hand, 
although our studies in this direction have not yet 
been completed, it would appear from the data 
now available that after antipneumococcic horse 
or rabbit serums are given intravenously, even in 
the presence of only small numbers of pneumococci, 
the antibody does not reach the cerebrospinal fluid 
- in demonstrable amounts. It would seem neces- 
sary, in most instances, to introduce some antibody 
into the infected area provided that this could 
be done without undue risk of severe reactions. 
After much of the cerebrospinal fluid present be- 
fore the beginning of sulfanilamide therapy has 
been drained off by lumbar punctures and the in- 
fection reduced by the use of the drug, very small 
amounts of specific antibody should be sufficient 
to complete the sterilization of the cerebrospinal 
fluid provided that there have not yet developed 
any well-localized areas of abscess formation. 

The most readily available supply of antibody 
which is the least likely to give untoward reac- 
tions and at the same time provide complement 
and an optimum amount of antibody, is the pa- 
tient’s own fresh serum after a balance of specific 
antibody has been established in the circulating 
blood. 


PROCEDURE ADOPTED 


For these reasons we have resorted to the fol- 
lowing general procedure: 


1. Complete and frequent drainage of the spinal 
fluid. 


2. Immediate institution and continuous use of 
large doses of sulfanilamide by mouth or by sub- 
cutaneous injection, if necessary. The optimum 
dose has not been determined. Sodium bicarbonate 
is given with each dose. 

3. Identification of the pneumococcus as rapidly 
as possible and the intravenous administration of 
sufficient specific antipneumococcic serum, to es- 
tablish a balance of antibody in the circulating 
blood. 

4. Moderate fluid intake by whatever route nec- 
essary, to insure adequate amounts of spinal fluid 
for drainage. 


5. About two hours after a reasonable dose has 
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been given, blood is withdrawn from the patient 


and serum rapidly separated. 

6. Following the removal of spinal fluid at 
the time of the next lumbar puncture, this serum 
is given intraspinally (5 to 10 cc. should be suf- 
ficient; the optimum amount has not been deter- 
mined but it is probably small). This procedure 
may be repeated after subsequent lumbar punc- 
tures, if necessary. In small children or in infants 
it may be necessary to use fresh human serum from 
another source for complement, and, in that event, 
only very small amounts of specific therapeutic 
serum need be added (0.5 cc. or less should be 
sufficient). 

7. .Lumbar punctures are repeated until the 
fluid is normal. The frequency is determined by 
the initial pressure of the fluid and its cellular 
and protein contents. 

8. Transfusions are given after the first week 
of sulfanilamide therapy if anemia develops, and 
are repeated, as necessary, until the drug is dis- 
continued (after 7 to 14 days of sterile fluids). 


These procedures serve to insure a balance of 
antibody in the blood stream and to control the 
bacteremia. They should, in most instances where 
the sulfanilamide effectively reduces the infection, 
provide an adequate amount of antibody and com- 
plement in the optimum proportions and in a me- 
dium which is likely to give the least local or 
general reaction and the greatest antibacterial ef- 
fect. The cases to be presented will illustrate 
the application of some of the principles enumer- 
ated 


RESUME OF THE CASE HISTORIES AND 
LABORATORY STUDIES 


The salient features of the clinical courses will 
be summarized in the text and in the legends to the 
figures. The essential details of the therapy and 
of the laboratory findings are shown graphically in 
the figures. For the sake of brevity only pertinent 
data which are not shown in the figures will be 
mentioned in the text. 


Case 1. A 19-year-old, white, Italian schoolboy was 
admitted to the hospital May 23, 1937, delirious and irra- 
tional. From his sister it was learned that he had com- 
plained of headache, general malaise and fever for 2 days. 
On the morning of admission his headache and malaise 
increased. He became markedly prostrated and then 
delirious, and was taken to the hospital. 

He had had measles, whooping cough and diphtheria 
in early childhood, and pneumonia at the age of six. Two 
years prior to entry he sustained a head injury with loss 
of consciousness for several hours. Following this injury 
he complained frequently of severe headaches and dizzy 


_ spells. 


Examination at the time of admission showed a nor- 
mally developed adolescent, acutely ill but co-operative 
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in spite of a muttering delirium. His skin was warm and 
moist. The throat was dry and injected. There was 
moderate rigidity of the neck and bilateral positive Kernig 
sign. The optic disks were well outlined, and the vessels 
appeared normal. Other reflexes were active and equal 
on both sides. Subsequent examination by an aural surgeon 
revealed no abnormalities of the ears, nose or paranasal 
sinuses. Lumbar puncture revealed cloudy fluid under 
a pressure of 410 mm. of water. Smear of the fluid showed 
suggestive diplococci which appeared to be decolorized 
with the Gram stain. Culture, however, showed Type XI 
 pneumococcus. 
The patient was immediately given 5 gm. of sulfanil- 
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Figure 1.* Case 1. Primary (?) Type XI pneumococcus 
meningitis with bacteremia. Intensive and sustained 
treatment with sulfanilamide by mouth, subcutaneously, 
‘and intraspinally. Complete control of bacteremia and 
temporary improvement in clinical condition and in spinal- 
fluid findings. Failure completely to control the menin- 
geal infection. Development of antibodies in the circulat- 
ing blood and failure to demonstrate these antibodies 
in the spinal fluid. Increase in bacterial counts of spinal 
fluid after intraspinal injections of fresh human serum 
from a nonimmune donor during the presence of circu- 
lating antibodies in the blood. Progressive anemia partly 
improved by transfusion. Death after four weeks. va 4 

: purulent meningitis and cerebral (frontal lobe) ab- 
scess — Pneumococcus Type XI; hemorrhagic bronchopneu- 
monia— hemolytic Staphylococcus aureus and alpha hemo- 
lytic streptococci (no pneumococci ). 


P.A.8.S. = sulfanilamide (para 


CULTURES: PN. = pneumococcus; the type is indicated in ; Rienee numerals. 
SP. FL. = spinal fluid. 
cot./cc.= number of colonies per cubic centimeter in blood agar pour 


tes. 

+ Bs te in broth, of the type of pneumococcus indicated. 

AGGLUTININS: © = no agglutination with equal amount of formalized anti- 
gen and undiluted serum 

1:2, etc. = highest dilution of serum showing floccular agglutination. 
8. au. = Staphylococcus aureus (hemolytic). 
B.M.c. = Bacillus mucosus capsulatus. 
nF. = Hemophilus influenzae. 
H. B. = heart's blood. 
vEG. = vegetation. 
IN.-SP. = intraspinally. 
str. HEM. = Streptococcus hemolyticus. 
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amide by mouth and then daily amounts of this drug 
as indicated in the chart. These amounts were given 
in four divided doses at 6-hour intervals. Only one sub- 
cutaneous injection of 350 cc. of 0.8 per cent solution was 
given on May 1. On May 8 the drug was discontinued 
for the day because of increasing anemia. The total 
amount of the drug given was approximately 105 gm. 
by mouth, 3 gm. subcutaneously, and 2.5 gm. intrathecally. 
The fluid intake was maintained at 3000 to 4000 cc. daily, 
intravenous normal saline and 5 per cent glucose solutions 
being used when insufficient amounts were taken by 
mouth. On the second day in the hospital he seemed 
improved and became rational. On that day herpes labi- 
alis appeared, and his skin assumed a dusky cyanotic tinge. 
The carbon-dioxide combining power of his blood at this 
time was 35 vol. per cent. Thereafter sodium bicarbonate 
was given with each dose of sulfanilamide in equal 
amounts. Intraspinal injections of 15 cc. of fresh human 
serum from a Group A donor (the patient’s blood was 
Group A) were given on May 14 and 16. The fresh whole 
defibrinated blood of this donor showed phagocytosis and 
pneumococcidal activity for the patient’s organisms, but 
no agglutinins. These injections did not appreciably alter 
the findings in the spinal fluid. He remained rational 
most of the time until May 18 when he began to fail 
rapidly. His spinal fluid became more purulent, and the 
pressure, which had been below 190 mm. of water during 
the previous week, again rose above 400. Constant drain- 
age through the lumbar region was established intermit- 
tently, but it became necessary to resort to cisternal punc- 
tures to obtain fluid for the relief of pressure. He devel- 
oped, successively, headache, nausea, vomiting, delirium, 
stupor, coma and pulmonary edema and died on May 23. 

Autopsy showed a cortical abscess of the frontal lobe 
in addition to the acute diffuse purulent meningitis, but 
no evidence of recent or old infection i in the ears, mastoids 
or accessory nasal sinuses. 


Case 2. A 47-year-old, white, obese housewife was ad- 
mitted from the Out-Patient Department on October 18, 
1937, for surgery of the accessory nasal sinuses. In the 
past she had had the usual childhood infections, occasional 
sore throats, recurrent left otorrhea and, for 2 or 3 years, 
frequent asthmatic attacks. Both nares were filled with 
polyps, and all her nasal sinuses were cloudy. The lungs 
were clear. On October 23 she had a bilateral ethmoid- 
ectomy and bilateral radical antrum operation with com- 
plete removal of the markedly polypoid mucous mem- 
brane, but the bony walls were left intact. The middle 
turbinates and nasal polyps were removed from both sides 
of the nose. 

On October 25 the patient developed fever and signs of 
meningitis, and lumbar puncture showed cloudy fluid 
under increased pressure and Type XXI pneumococci 
were cultured from the fluid. The following day she re- 
ceived 6 gm. of sulfanilamide and, thereafter, 4 gm. of 
the drug was given daily, divided into six doses. Lumbar 
punctures were done daily until November 7 when she 
was placed on continuous lumbar drainage. This had 
to be interrupted frequently because the needle became 
plugged with thick, fibrinous, purulent exudate. Be- 
ginning November 15 cerebrospinal fluid was removed by 
cisternal puncture. Except for occasional periods of 
vomiting and delirium she remained conscious and ra- 
tional until November 18. On that day she became ir- 
rational, failed rapidly, became comatose and died the 
following day. There was no autopsy. 


Case 3. A 43-year-old, white woman was admitted to 
the hospital on January 23, 1938, stuporous and groaning. 
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She responded to painful stimuli but not to questions or 
commands. It was later learned that she had been sick for 
4 weeks with cough and right-sided pleurisy. 

She was emaciated and pale. The lips and fingertips 
were moderately cyanotic, and she was shaking as though 
she were having a chill. The pupils were dilated and re- 
acted sluggishly to light, but the optic disks and retinae 
appeared normal. The mucous membranes of the nose 
and throat were injected. The neck was moderately 
rigid. There were dullness, bronchial breathing and in- 
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Figure 2. Case 2. Pneumococcus Type XXI meningitis 
with bacteremia beginning two days after extensive nasal 
sinus operation. Treatment with sulfanilamide in mod- 
erate dosage by mouth begun at first appearance of menin- 
geal signs. Temporary improvement in clinical appearance 
and in spinal-fluid findings. Failure completely to control 
the meningeal infection or to prevent the occurrence of 
bacteremia. Failure to demonstrate specific antibodies 
(agglutinins) in blood or spinal fluid. Interference with 
drainage of spinal fluid due to thick exudate. Develop- 
ment of anemia. Progression of symptoms and signs 
of meningitis. Death on twenty-sixth day. No autopsy. 


creased voice sounds over the region of the right upper 
lobe, but no rales were heard. The heart was slightly 
enlarged to the left, and a faint diastolic murmur was 
heard over most of the precordium. The deep reflexes 
were active and equal. Kernig and Babinski signs were 
positive on both sides. The blood pressure was 110/80, 
the red-blood count 3,310,000, the hemoglobin 46 per cent 
(Sahli), and white-blood count 19,400. A roentgenogram 
of the chest showed an irregular mottled density of the 
right apex and upper lung field. Lumbar puncture done 
soon after admission yielded slightly cloudy fluid, the 
initial pressure being 220 mm. of water. Culture of this 
fluid showed Type VII pneumococci. 

The patient required restraint, and all food and medi- 
cation were given by nasal tube. Sulfanilamide in large 
doses was begun shortly after admission. Specific anti- 
pneumococcus serum was given intravenously in large 
divided doses beginning January 26. After the first course 
of injections the patient was given a single injection of 
5 cc. of fresh normal serum intraspinally. Blood culture 
before the beginning of serum treatment revealed a mas- 
sive bacteremia and later cultures showed that this was 
not materially affected by the therapy. For a short time 
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after the beginning of sulfanilamide treatment the patient 
became rational, but she soon: began to fail rapidly in 
spite of intensive treatment and died on January 29. 
Autopsy showed: the extensive purulent meningitis; or- 
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Figure 3. Case 3. Pneumococcus Type VIl meningitis 
with bacteremia four weeks after onset of lobar pneumonia. 
Intensive treatment with sulfanilamide followed by large 
doses of concentrated specific antipneumococcus horse 
serum intravenously. Slight brief improvement in general 
condition. Failure to control the bacteremia or the menin- 
geal infection. Coexistence of circulating antibodies and 
heavy bacteremia before serum therapy. Failure to demon- 
strate specific antibodies in the spinal fluid after intra- 
venous therapy. Failure to influence meningeal infection 
with single small dose of fresh human serum from a non- 
immune donor. Death on seventh hospital day. Autopsy: 
lobar pneumonia, right upper lobe (Staphylococcus aureus, 
Bacillus mucosus capsulatus (atypical) and Hemophilus 
influenzae—no pneumococci); obliterative pleuritis — 
right lung; purulent meningitis (Type VIl pneumococcus); 
vegetative endocarditis of mitral valve (Type VII pneumo- 
coccus). 


ganizing lobar pneumonia of the right upper lobe; healed 
pleuritis of the entire right lung; vegetative endocarditis 
involving the auricular surface of the posterior mitral 
cusp. 


Case 4. A 19-year-old Jewish girl was admitted to the 
hospital October 30, 1937. She complained of frontal and 
occipital headaches for 2 months, increasing in severity 
and occasionally associated with projectile vomiting. For 
4 weeks she had been confined to bed with this and with 
continuous pain in the right-upper abdomen and right- 
lower chest. She had vertigo and dizziness for 2 weeks, 
and transient blindness followed by diplopia on the day 
before entry. For 6 months she had had irregular and 
painful menstruation. 

In the past she had had the common childhood infec- 
tions, occasional sore throats, otitis media many years back, 
frequent headaches for 2 years, in 1933 an attack of 
jaundice lasting a month, and excision of an axillary node 
following an infection of a fingernail. One year before 


entry she fell on her right temple and lost consciousness 
for a short while. 

Examination showed a fairly well-developed and nour- 
ished girl of somewhat inferior mentality, tossing about 
restlessly, groaning and expressing pain on motion of the 
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head. There was tenderness over the scalp and abdomen, 
early choked disks with hemorrhagic retinal exudate and 


visual disturbances, absent abdominal reflexes, hyperactive | 


deep reflexes, bilateral ankle clonus, general muscular weak- 
ness, and past pointing on the finger to nose test. The 
left eardrum showed thickening with loss of light reflex. 
Roentgenogram of the skull showed convolutional atrophy 
indicating increased intracranial pressure. The latter was 
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Figure 4. Case 4. Pneumococcus Type XVII meningitis 
occurring two weeks after extensive cerebellar explora- 
tion and incomplete removal of large vascular medullo- 
blastoma. Intensive sulfanilamide therapy by mouth be- 
gun with first appearance of fever and meningeal symp- 
toms and maintained. Positive spinal fluid cultures inter- 
mittently for two weeks and from abscess in lumbar tract 
two weeks later. Failure to demonstrate antibodies in 
blood or spinal fluid. Development of moderate anemia. 
Gradual recovery with return of spinal-fluid findings 
to within normal limits. Residual ataxia and lumbar 
pain. 


confirmed by lumbar puncture. A diagnosis of posterior 
fossa tumor was made. 3 

On November 18, bilateral trephine of the skull and 
ventricular taps were done and fluid in both ventricles 
found to be under increased pressure. A cerebellar ex- 
ploration was then done and the largest part of an exten- 
sive vascular medulloblastoma was removed piecemeal. 
The operation was well tolerated, but following it there 
was considerable vomiting and the patient was given 
fluids intravenously for several days. On December 2 
she complained of pain in the left ear which was appar- 
ently due to a furuncle in the external auditory meatus. 
On the morning of December 3 the patient’s temperature 
rose, and she became drowsy, restless and irrational. She 
complained of occipital pain and developed signs of menin- 
gitis. Lumbar puncture showed cloudy fluid under a 
pressure of 310 mm. of water. She was immediately 
started on large doses of sulfanilamide, given by nasal tube 
at first and later by mouth. Cultures of the fluid showed 
Type XVII pneumococcus in small numbers intermittently 
to December 16 and remained sterile thereafter. Lumbar 
punctures were done three or four times daily until Janu- 
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ary 31 and then less frequently, a total of one hundred 
and twenty-five punctures being done in all. She devel- 
oped infection in the tract of the punctures done at the 
fourth lumbar space and culture from this tract done on 
January 7 showed Type XVII pneumococci. There were 
no signs of meningitis at this time and the spinal fluid 
had become clear. Sulfanilamide therapy was continued 
until February 8. Improvement in her general condition 
began on January 8, and except for slight ataxia and 
lumbar pain on walking, she was symptom free. 


Case 5. An 8-year-old white schoolgirl was struck by 
an automobile at 8 p. m. on February 16, 1938. Except 
for momentary loss of consciousness at the time of arrival 
to the hospital she remained alert and rational. There 
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Figure 5. Case 5. Pneumococcus Type VII meningitis 
beginning three days after compound fracture of skull 
through right frontal and temporal bones and cribriform 
plate, and one day after extensive debridement. Drainage 
of spinal fluid through nose. Failure of moderate doses 
of sulfanilamide given prophylactically to prevent occur- 
rence of meningitis. Administration of concentrated spe- 
cific antipneumococcic horse serum intravenously, and 
failure, thereafter, to demonstrate specific antibody in the 
spinal fluid. Maintenance of sulfanilamide therapy and 
attainment of higher concentration in spinal fluid than 
in blood after injection of concentrated antipneumococcic 
horse serum intraspinally. Rapid and permanent control 
of meningeal infection after single intraspinal injection 
of small amount of specific antipneumococcic horse serum 
together with fresh human serum from a non-immune 
donor, and temporary establishment of a balance of anti- 
body in the spinal fluid. Development of anemia con- 
trolled by repeated transfusions. Complete and rapid 


recovery from meningitis with subsequent healing of oper- 
ative wound. 


was an extensive laceration and evulsion of the scalp with 
bruises and abrasions of the skin. From the nose there 
was a profuse bloody discharge which seemed to be mixed 
with spinal fluid. The eyelids were markedly edematous, 
completely closing the right eye and partly closing the 
left. Movement of the spine during and after an unsuc- 
cessful attempt at lumbar puncture was painful. There 
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was no voluntary motion of the neck, but no rigidity. A 
roentgenogram showed an extensive linear fracture in the 
frontal region extending just beyond the midline on the 
left and through the right frontal and temporal bones, 
with separation of the fragments. 

Immediately after admission the patient was started on 
sulfanilamide 1 gm. every six hours by mouth in an effort 
to prevent or abort infection of the meninges. The dose 
was increased 2 days later to 1 gm. every 4 hours, 

On February 18, an extensive debridement was carried 
out under Avertin and ether anesthesia. The operation 
_involved removing a considerable amount of bone just 
above the bridge of the nose, opening the posterior wall 
of the frontal sinus and tearing out a piece of dura 1 cm. 
long, which was impinged in the fracture line that had 
widened out somewhat as it passed through the cribriform 
plate. The mucous membrane of the wall of the frontal 
sinus appeared to be intact. A drain was packed loosely 
between the torn dura and the fracture line and allowed 
to protrude from the superior angle of the wound at the 
bridge of the nose. Another drain was inserted under the 
right posterior flap of the avulsion and allowed to pro- 
trude from the inferior portion of the wound, and the 
laceration was closed as well as possible. A culture of 
fluid aspirated from the wound at the operation showed 
no growth. Following the operation there was consider- 
able seepage of spinal fluid through the frontal drain. 

On the day following the operation the patient com- 
plained of a “bursting” headache, became very restless, 
and vomited. Fluids were given intravenously. The 
first successful lumbar puncture was done at 9 p. m. that 
evening. Cultures of this spinal fluid and of all others 
obtained during the following 2 days showed Type VII 
pneumococci. At 3 p. m. on February 21 the patient was 
given 5 cc. (25,000 units) of concentrated Type VII anti- 


pneumococcic serum, and 4 hours later 15 cc. (75,000. 


units) intravenously. At midnight she received intra- 
spinally 0.5 cc. of the same therapeutic serum mixed with 
4 cc. of her mother’s freshly prepared serum. At the time 
of the next puncture, the following morning, another 0.5 
cc. of the therapeutic serum was given intraspinally. Cul- 
ture of the spinal fluid obtained before the first intra- 
spinal injection showed Type VII pneumococci, but the 
fluid obtained the following morning and all subsequent 
fluids remained sterile. The spinal-fluid findings soon 
became normal. There was a slight transient urticaria on 


February 23, and weakness of the left arm for a few days. 


There was no further evidence of meningeal infection, 
however, and the wound began to granulate in slowly. 


Case 6. A 17-year-old white boy was involved in an 
automobile collision at 9 p. m. on March 9, 1938. He was 
treated for lacerations over the parietal region but returned 
later because of severe headaches and was admitted to the 
hospital on the following morning. 

The patient had been followed in the Out-Patient De- 
partment and 2 years previously had been admitted to the 
hospital because of epileptic seizures. He was said to have 
been dropped on his head at the age of 10 months. He 
had had mumps, measles and whooping cough, and had 
occasional headaches. In 1931 he was run over by an 
automobile and sustained a compound fracture of the 
right leg. In 1934 he had had a severe epistaxis following 
an injury. 

At the time of admission there was a hematoma of the 
right eyelids, an abrasion over the bridge of the nose, 
and a laceration over the right parietal region. The re- 
flexes were hyperactive on both sides. A lumbar puncture 
done at this time showed clear fluid and no increased 
pressure. During the next 2 days, however, the spinal 
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fluids were cloudy and under increased pressure, and cul- 
tures of these fluids showed Type XXVIII pneumococci. 
On March 12 it was first noticed that the patient had 
become totally deaf, and he remained so throughout his 
stay in the hospital. 

Treatment with sulfanilamide, 1 gm. every 4 hours, 
was begun on the morning after admission. This dosage 
was increased at irregular intervals thereafter. Repeated 
lumbar punctures were done as indicated by the pressure 
and spinal-fluid findings. Cultures of the spinal fluids 
remained positive, with some exceptions, until March 25. 
By March 21 the patient’s general condition appeared 
to be getting worse. Following the first lumbar puncture 
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Figure 6. Case 6. Pneumococcus Type XXVIII menin- 
gitis following head injury with bleeding from both ears. 
Development of complete deafness the first day after 
onset of meningitis. Intensive sulfanilamide therapy by 
mouth beginning with the first evidence of infection. 
Stormy course with intermittent positive spinal-fluid cul- 
tures for two weeks. Failure to demonstrate specific 
agglutinins in the blood or spinal fluid (phagocytic and 
pneumococcidal activity demonstrated in the patient's 
whole defibrinated blood). Persistence of positive spinal- 
fluid cultures after two intraspinal injections of patient's 
own fresh serum and control of the infection after the 
third injection. Development of progressive anemia with 
partial relief after daily transfusions for two weeks. Re- 
covery from meningitis with persistence of deafness. 


on that day, and again after the punctures done on 
March 22 and 25, he was given 10 cc. of his own serum, 
freshly prepared, intraspinally. This serum showed no 
agglutinins, but the whole defibrinated blood showed 
marked phagocytosis and pneumococcidal activity for a 
culture of the organisms grown from the patient’s own 
spinal fluid. Because of the progressive development of 
anemia he was given daily transfusions of 250 or 200 cc. 
of whole citrated blood for 2 weeks, with some improve- 
ment in the blood picture. The sulfanilamide was dis- 
continued on April 5. The patient was observed in the 
hospital until May 13 and showed progressive improvement 
during that time. His nutritional state, which had de- 
clined progressively, began to improve rapidly after the - 
first week in April. 
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Case 7. A 10-year-old white schoolboy was admitted to 
the hospital on April 9, 1938, complaining of frontal 
headache and fever of 3 days’ duration. On the day of 
admission he began to vomit and developed a stiff neck. 
One year previously he had acute otitis media, and since 
that time he had purulent discharge off and on from the 
left ear. There was some dried purulent exudate in the 
left external canal, the drum was retracted except in the 
inferior portion which was red and contained a postero- 
marginal perforation. There was no mastoid tenderness. 
Culture of the exudate from the left ear showed Type III 
pneumococci. There was some hyperemia of the nasal 
mucous membranes. The neck was rigid, and the Kernig 
and Brudzinski signs positive on both sides. Roentgeno- 
grams showed the mastoid tips to be clear. Lumbar 
punctures done on admission and again the following 
day showed slightly cloudy fluid under pressure of 300 
and 370 mm. of water, respectively, but cultures of these 
fluids showed no growth and smears of the sediment 
showed no organisms. 
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Figure 7. Case 7. Pneumococcus Type Ill meningitis” 


complicating chronic otitis media and mastoiditis. Mas- 
toidectomy with exposure of dura. Intensive sulfanilamide 
therapy by mouth with failure completely to relieve the 
meningeal infection in ten days. Demonstration of specific 
antibodies in the circulating blood during active meningeal 
infection and failure to demonstrate antibodies in the spinal 
fluid at the same time. Complete and permanent control 
of meningeal infection after first intraspinal injection 
of patient's own fresh serum. Recovery. 


Sulfanilamide was given by mouth beginning the morn- 
ing after admission. On May 11 a radical mastoidectomy 
was done. Purulent mucus was found on entering the 
antrum and culture of this exudate showed Type III pneu- 
mococci. The dura and lateral sinus were exposed and 
found to be normal. Necrotic: tissue was curetted from 
around the lateral semicircular canal and the lateral 
sinus. Signs of meningitis persisted, and except for two 
spinal fluids obtained during the first 3 days after the 
operation, repeated lumbar punctures until April 18 
yielded fluid from which Type III pneumococci were cul- 
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tured. The blood serum of the patient on March 15. 
failed to show agglutinins for Type III pneumococci, but. 
they were demonstrated in the serum of April 18. On 
the latter date the culture of the spinal fluid was still 
positive for Tvpe III pneumococci, and after this fluid 
was withdrawn 5 cc. of the patient’s own freshly prepared 
serum was injected intraspinally. All subsequent lumbar 
punctures yielded fluids which showed no growth on 
culture. A second intraspinal injection of the patient’s 
fresh serum was given on April 19. Thereafter, the pa- 
tient made an uneventful recovery. Mouse protection 
tests carried out later showed that the serums of April 
15 and 18, in 0.2 cc. amounts, protected mice against 1000 
and 10,000 fatal doses of Type III pneumococci, respec- 
tively. The spinal fluids of the same dates showed no 
protection. 


’ Case 8. A 7-year-old white boy was struck on the head 
and face by a falling plank on April 12, 1938. He lost 
consciousness for a brief period and, shortly thereafter, 
was brought to the hospital. The patient was a third child 
and was delivered with forceps without difficulty. He had 
had the usual childhood diseases and occasional tonsillitis. 
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Figure 8. Case 8. Pneumococcus Type XIX meningitis 
occurring 16 days after fracture of skull above right orbit 
and a few hours after a blow over the dorsal spine. Heavy 
infection of spinal fluid. Intensive sulfanilamide therapy 
by mouth followed by intravenous injection of specific 
antipneumococcic rabbit serum. Establishment of balance 
of homologous specific antibodies in the circulating blood 
and failure to demonstrate such antibodies in the spinal 
fluid after the intravenous injections. Rapid and com- 
plete control of meningeal infection after the first intra- 
spinal injection of the patient's own fresh serum con- 
taining homologous antibody and establishment of a tem- 
porary balance of specific antibody in the spinal fluid. 
Development of anemia with improvement after repeated 
transfusions. Rapid and complete recovery. 


One year previously he had had a left otitis media. On 
examination, blood was seen oozing from the nose, and 
there was an area of ecchymosis over the right eye, but 
the child was conscious and rational. The tendon reflexes 
were hyperactive; there was a positive Kernig sign on 
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both sides, and the Babinski sign was positive on the left. 
Roentgenograms of the skull showed a medial fracture 
above the right orbit. A lumbar puncture done on admis- 
sion yielded pink fluid under normal pressure, and spinal 
fluid obtained on April 14 was clear. The patient’s tem- 
perature and pulse rate were slightly elevated for the first 
36 hours in the hospital but thereafter were normal. He 
rapidly became and remained free of symptoms and was 
discharged home on April 25. 

Two days after discharge, while at play, he was kicked 
in the small of his back by one of his mates. Almost 
immediately thereafter he complained of headache and 
pain in the back and began to vomit all food. He was 
put to bed but became feverish and his symptoms increased 
progressively. He was readmitted to the hospital at 2 a. m. 
on April 28, at which time he showed typical signs of 
meningitis. A lumbar puncture showed purulent fluid 
under increased pressure. Culture of this and of subse- 
quent fluids showed Type XIX pneumococci. Sulfanil- 
amide therapy was instituted immediately after admission. 
Lumbar puncture at 2 p. m. yielded fluid which, in 
appropriate dilutions in blood-agar-plate cultures showed 
approximately 900,000 colonies per cubic centimeter. At 
4:30, 6:30 and 8:30 p. m. the patient was given 1, 9 and 
20 cc., respectively, of homologous antipneumococcic rab- 
bit serum intravenously. At 8 p. m. blood was withdrawn 
from the patient, and serum freshly prepared from it. 
At 9 p. m. another lumbar puncture was done, and culture 
of the fluid obtained showed 5000 colonies per cubic centi- 
meter. After this fluid was withdrawn 5 cc. of the patient’s 
freshly prepared serum was given intraspinally. On the 
following day two more intraspinal injections of 6 and 3 
cc., respectively, of serum prepared from the blood of the 
patient obtained in the morning were given. Beginning 
with the fluid obtained at 2 a. m. on April 19, cultures 
of all spinal fluids showed no growth. The patient showed 
no further signs of meningeal infection and improved 
progressively. Each of the samples of the patient’s serum 
that were given intraspinally showed a good titer of agglu- 
tinins for Type XIX pneumococci. The patient developed 
a slight progressive anemia which was controlled by trans- 
fusions while the sulfanilamide therapy was maintained. 


Case 9. A 13-year-old schoolboy was admitted to the 
hospital at 4 a. m. on May 15, 1938. A week prior to 
entry he had a common cold with herpes. On the eve- 
ning of May 10 he got wet and had chills. He soon de- 
veloped headache, malaise and stiff neck. These symptoms 
continued until the day of entry when he became drowsy 
and prostrated. There was no history indicating any re- 
cent injury or aural or sinus infection. At the age of 6 
he had had a splenectomy because of persistent spleno- 
megaly and leukocytosis since early childhood. At the 
time of admission the patient was toxic and disoriented; 
his neck was rigid; there was marked muscular weakness 
of the extremities, and bilaterally positive Kernig and 
Brudzinski signs. Lumbar puncture yielded purulent 
fiuid under a pressure of 300 mm. of water. Culture of 
this fluid showed Type XXVIII pneumococci, about 
20,000,000 per cubic centimeter. 

Sulfanilamide therapy by mouth was begun forthwith. 
On May 17 he became and remained rational and 
alert. On that day he received 40 cc. of homologous anti- 
pneumococcic rabbit serum intravenously between 4 and 
7:30 p. m. At 9 p. m. some of the patient’s blood was 
withdrawn and serum drawn off. One cubic centimeter 
of therapeutic rabbit serum was added to 5 cc. of the pa- 
tient’s freshly prepared serum, and the mixture given in- 
traspinally after the next lumbar puncture, which was 
done at 11 p. m. Cultures of all subsequent spinal fluids 
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showed no growth. Five more similar injections were 
given during the next 2 days. The initial pressure at the 
time of the various lumbar punctures from the day after 
admission until the one done at 10 a. m. on May 20 was 
between 340 and 500 mm. of water. Thereafter the pres- 
sure gradually returned to normal. The patient began to 
improve progressively after the first intraspinal injection. 
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Figure 9. Case 9. Primary (?) Type XXVIII pneumo- 
coccus meningitis in a patient with persistent leukocytosis 
seven years after splenectomy. Intensive treatment with 
sulfanilamide by mouth with improvement in general 
condition and in spinal-fluid findings. Injection of specific 
antipneumococcic rabbit serum intravenously. Rapid es- 


_tablishment of a balance of specific antibodies in the circu- 


lating blood and failure to demonstrate them in the spinal 
fluid after the intravenous injections.. Intraspinal injection 
of patient's fresh serum mixed with small amounts of 
specific antipneumococcic rabbit serum. Rapid and com- 
plete clearing of meningeal infection and recovery. 


‘His meningeal symptoms cleared and spinal fluid findings 


returned to normal. On May 18 his left wrist was noted 
to be swollen and tender. This swelling receded some- 
what on the next day. On May 21 there was slight tender- 
ness and swelling of the left elbow and over the left biceps 
muscle.. These symptoms rapidly cleared. He developed 
urticaria on May 26. 


Case 10. A 3-year-old white girl was admitted to the 
hospital on May 18, 1938. On May 11 the patient devel- 
oped otitis media with a foul-smelling, purulent discharge 
from the left ear. She improved during the next 2 days. 
On May 16 she became drowsy, refused food, had fever 
and malaise, and vomited several times. On the following 
day she became semicomatose, and her mother observed 
that her neck was stiff. Her condition became steadily 
worse. At the time of admission the child was comatose, 
with rapid respirations and stiff neck. Her eyes were 
rolled outward and showed slight lateral nystagmus. The 
left eardrum was white and bulging, and the right was 
slightly injected. The tonsils showed scarring and exu- 
date. The chest was clear. There were positive Kernig 
and Brudzinski signs bilaterally. The deep tendon reflexes 
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were generally diminished. Lumbar puncture yielded 
purulent fluid under increased pressure, with numerous 
organisms that were rapidly identified by direct smear, 
microscopic agglutination and Neufeld’s capsular swelling 
reactions as Type IV pneumococci. Blood culture taken 
at this time also showed Type IV pneumococci, and these 
organisms were also obtained from cultures of the nose 
and throat and of the purulent discharge from the left ear. 
The patient was immediately given 2 gm. of sulfanilamide 
by stomach tube and 1 gm. every 4 hours thereafter. In- 
travenous administration of repeated small doses of anti- 
pneumococcus Type IV rabbit serum was begun at 2 p. m. 
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bund. During the succeeding hour the pulse became 
irregular and thready. Stimulants were given but the child 
failed to respond. 

Autopsy done 15 hours after death showed the brain 
to be edematous and injected. Over the convexities there 
was a perivascular, greenish-yellow exudate. There was 
similar purulent material at the base of the brain, espe- 
cially around the optic chiasm and infundibulum. No 
abscesses were made out in sections of the brain. Both 
middle ears were full of green pus. The spinal cord was 
hyperemic with thickening of the leptomeninges.. The 
lumbar space was completely filled with thick, fibrino- 
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Figure 10. Case 10. Pneumococcus Type IV meningitis with bacteremia 
complicating otitis media. Treatment with sulfanilamide by mouth, intra- 
venous specific antipneumococcic rabbit serum, and similar serum mixed 
with fresh non-immune human sera intraspinally. Untoward reactions follow- 
ing intravenous injections. Block due to thick exudate and edema. Failure 
to grow pneumococci .from lumbar and cisternal fluid after treatment. Death 
after thirty-two hours. Autopsy: bilateral acute otitis media; acute purulent 
meningitis; mild pulmonary congestion. Type 1V pneumococci were cultured 
from the cortex of the brain, but no organisms were grown from cultures 
of the lumbar, cisternal and ventricular fluids. 


At this time the temperature was 105.4°F., and the pulse 
178 and feeble. One hour after the first injection of 0.5 cc. 
the temperature rose to 107.4°F. (rectally), and the pulse 
to 184, and the child had a convulsion followed by pulmo- 
nary edema and peripheral circulatory collapse. She im- 
proved after treatment with caffeine, intravenous 50 per 
cent glucose and oxygen inhalation. Subsequent doses 
were followed by slight motor activity without rise in tem- 
perature or pulse rate. Following each of the next three 
lumbar punctures she was given 0.5 cc. of the specific 
therapeutic rabbit serum and 4.5 cc. of fresh non-immune 
human serum intraspinally. At noon the following day 
a lumbar puncture was unsuccessful. A cisternal puncture 
was done, and a similar mixture of Type IV rabbit and 
fresh human serum was injected after removal of fluid. 
The last intravenous injection was given at 6:30 p. m. 
on May 19 at a time when the child was obviously mori- 


purulent exudate. There was slight pulmonary congestion, 
and a few enlarged mesenteric nodes were noted in the 
abdomen. Cultures of fluid removed under aseptic precau- 
tions by lumbar and cisternal puncture and by puncture 
of each ventricle showed no growth except in the broth 
culture of the lumbar fluid, which contained colon bacilli. 
A culture taken from the cortex of the brain, however, 
showed a pure culture of Type IV pneumococci. A cul- 
ture from the purulent exudate at the base of the brain 
showed a few colon bacilli but no pneumococci. 


SUMMARY AND CONCLUSIONS 
A method of treatment for meningitis due to 
specific types of pneumococci is described and the 


results of the bacteriological and immunological 
studies upon which it is based are reviewed. 
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The essentials of the treatment are: (1) imme- 
diate administration of large doses of sulfanil- 
amide and maintenance of this dosage; (2) intra- 
venous injection of specific antipneumococcic 
serum; (3) intraspinal injection of the patient’s 
own fresh serum after the establishment of a bal- 
ance of antibody in the blood, or the use of small 
doses of specific antiserum, together with fresh 
human serum; (4) frequent drainage by lumbar 
puncture. 

The data in 10 cases of pneumococcic meningitis 
treated with sulfanilamide alone or with this drug 
in various combinations with specific serum and 
complement are presented to illustrate various 

aspects of the treatment. 

Six of the patients recovered. The most rapid 
recoveries occurred in the 4 cases in which the 
treatment was carried out as outlined above. 

Further studies in a large number of cases are 
necessary before the various aspects of this mode 
of treatment can be properly evaluated. 


This study was made possible through the most generous 
co-operation of the members of the visiting and resident 
staffs of eight different services at the Boston City Hospital 
who either transferred their cases to the Neurosurgical 
and Neurological Services or carried out the details of the 
treatment on their own wards. 

The surgical operations were performed in Case 2 by 
Drs. P. Leo O’Connell and J. Paul Tierney; in Case 4 
by Drs. Walter Wegner and Charles G. Freed; in Case 5 
by Drs. Freed and Rauh, and in Case 7 by Dr. Samuel W. 
Garfin. Dr. Garfin later permitted his patient to be 
transferred to the Neurological Service for treatment. 

Dr. Edward C. Curnen assisted in the study of some 
of these cases. Mrs. Mildred W. Barnes assisted in the 
bacteriological and immunological studies. Miss Helene 
Coffey carried out the chemical studies on the spinal fluids. 
Miss Marjorie L. Jewell made the determinations of 
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sulfanilamide. Miss Marion E. Lamb and Miss A. Kath- 
leen Daley assisted in the bacteriological studies and the 
type determinations. 

We are particularly indebted to Dr. W. G. Malcolm, 
executive director of the Lederle Laboratories, Inc., Pearl 
River, New York, who provided us with the therapeutic 
serums used in this study. 
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THE OPERATIVE MORTALITY OF CHOLECYSTITIS 
Puiturs L. Boyp, M.D.* 


BOSTON 


gd em study of series of cases is a val- 
uable method for the surgeon to evaluate the 
efficacy of his treatment. This study was under- 
taken in an effort to add to the knowledge of the 
mortality risks incurred by patients undergoing 
gall-bladder surgery. 

That there is need for improvement in the mor- 
tality rates in gall-bladder surgery is evident since 
it has remained consistently high in spite of efforts 
to lower it. It seems apparent that several factors 
have contributed to maintain a high rate. The 
use of various diagnostic x-ray procedures has 
widened the accepted indications for operation. 
Also the improvement in surgical technic has made 
surgical treatment appear simpler and less tedious 
than medical. The result has been an increasing 
frequency of the employment of surgery which 
has engendered a feeling of increasing safety. This 
-in turn has given rise to a complacency which has 
failed to subject mortality rates to sufficient con- 
sideration. Recently, surgeons have begun to real- 
ize that the operative treatment of cholecystitis has 
not been so satisfactory as they had hoped. A con- 
sideration of the failure to relieve some patients of 
their symptoms has also revived interest in the con- 
sideration of the morbidity and mortality rates. 
Several studies reviewing the results in living post- 
operative cases have appeared in the recent litera- 
ture, but no study of the mortality rates covering 
such a large group as that here presented has been 
published. Particular emphasis in this study is 
placed on the effect of combining appendectomy 
with gall-bladder procedures. 


Table 1. Classification of Cases. 
TYPE OF CHOLECYSTITIS NO. OF CASES 
Chronic without lithiasis... 389 (38%) 35 (9.0%) 
Cholecystitis with lithiasis 
(44%) 53 (12.1%) 
Subacute ............. 8 (2%) 2 (7.1%) 
629 (62%) 72 (11.4%) 
Grand totals... 1018 107 (10.5%) 


Our series consists of 1018 cases of cholecystitis 
treated by surgery on the services of the Massa- 
chusetts Memorial Hospitals from 1924 through 
1933 (Table 1). Only cancer cases have been ex- 
cluded. The cases are divided into two main 
groups: those with lithiasis and those without. Each 


From the Surgical Service of the Massachusetts Memorial Hospitals and 
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group is analyzed according to the operative pro- 
cedures employed, and the sex and age of the pa- 
tient. The cases with lithiasis are further consid- 
ered under three pathological categories: acute, sub- 
acute and chronic. 

The acute, chronic and subacute groups do not 
represent the chronicity of symptoms, but rather 
the histological degree of inflammation. Often, 
in fact usually, the acute condition is found in a 
gall bladder which has been the seat of a protracted 
chronic condition with lithiasis; no acute cases 
occurred in this series in stoneless gall bladders. 
The etiology and pathology will not be discussed 
further in this paper. 

The fatal cases are reviewed to determine the 
preoperative preparation, the means of diagnosis 
and the primary cause of death. No attempt has 
been made to study the cases from the standpoint of 
the technical methods employed. The series rep- 
resents the work of several operators. 

The total number of cases are also considered 
from the standpoint of the operation employed in 
relation to other diseases present (Table 2). It is 
astonishing to see the great variety of procedures 
that have been combined in gall-bladder surgery. 
The herniorrhaphies are not qualified in the list, 
but they represent ventral, incisional and inguinal 
operations. Nor has the operative procedure 
known as lysis of adhesions been listed, as prac- 
tically every case of cholecystitis here covered 
showed either inflammatory or congenital adhe- 
sions around the gall bladder or duodenum. All 
the listed operations were performed at the same 
time. 

The incidence of combined appendectomy and 
cholecystectomy in this series is 45.9 per cent. Un- 
questionably only the better-risk patients were 
subjected to both operations. The increased rate 
for the cases without appendectomy represents the 
general run of risks, whereas the cases with appen- 
dectomy represent a preferred-risk group. 

An appendectomy was performed in 49.8 per cent 
of the stoneless cases, and in 43 per cent of the stone 
cases. The mortality rates again show lower 
figures in the appendectomy group. Appendec- 
tomy was performed only on those patients who 
were standing the operation well. With a generous 
right upper rectus or oblique i incision, the appen- 
dix is usually brought into view easily and with- 
out any shock from undue handling of the viscera. 
In cases where there were pericecal adhesions and 
the symptoms or x-ray findings demanded an ap- 
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pendectomy, a separate lower rectus incision was 
made. The number of patients who had had a 
previous appendectomy was not determined. In 
the stoneless group 159 patients had cholecystec- 
tomy and appendectomy and 152 had cholecystec- 
tomy alone. The mortality rates for those with 
and without appendectomy are practically identi- 
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tine” operations are included those dealing di- 


rectly with the gall-bladder disease, plus appen- 
dectomy, because it was so frequently employed. 
Under “combined” operations are included all other 
procedures which were performed at the same 
time. “Combined” is thus used in contrast to 
“multiple” for the latter term denotes operative 


Table 2. Operative Procedures. 


OPERATIVE PROCEDURES 


Cholecystectomy 
Cholecystostomy : 
Cholecystectomy and common duct drainage 


Cholecystostomy and appendectomy 
Common duct drainage only 
Cholecystectomy 
Cholecystostomy 
Cholecystectomy 
Cholecystectomy 
Cholecystectomy 
Cholecystectomy 
Cholecystostomy 
Cholecystectomy 
Cholecystostomy 
Cholecystectomy 
Cholecystectomy 
Cholecystectomy 
Cholecystectomy 
Cholecystostomy 
Cholecystectomy 
Cholecystectomy 


and herniorrhaphy 
and herniorrhaphy 
and herniorrhaphy and appendectomy 
and posterior gastroenterostomy 
and posterior gastroenterostomy and 
and posterior gastroenterostomy und 
and posterior gastroenterostomy 
and gastrostomy 
and gastrostomy 
and enteroenterostomy 
and Meckel’s diverticulectomy 
and oophorectomy, salpingectomy or hysterectomy 
and pelvic operation and appendectomy 
and bilateral salpingectomy 
and vaginal or cervical operation 
and vaginal operation and appendectomy 
Cholecystectomy and uterine suspension 
Cholecystectomy and suspension and appendectomy 
Cholecystectomy and hemorrhoidectomy 
Cholecystectomy and minor procedures 
Cholecystectomy and rib resection and appendectomy 
Cholecystectomy, tonsillectomy and adenoidectomy 
Cholecystectomy and removal of foreign bodies from abdomen 


appendectomy...... 


CASES WITH STONES Cases witHouT STONES 


MOR- MOR- 
NO. DEATHS TALITY NO. DEATHS TALITY 
RATE RATE 
% %o 
26 10 35.0 ll 2 18.0 
2 0 0 
indeePesetarksineus 9 0 0 2 1 50.0 
SnbpeseeRsnnevesben 6 1 16.0 14 4 28.0 
a 0 13 2 15.0 
s0d.enndevinbspeee ke 1 0 0 2 0 0 
bee 5 0 0 
2 0 0 
1 0 0 
1 0 0 
pevecReoviavectones 4 0 0 7 0 0 
sceboeetvcevessvese 11 0 0 3 9 0 
2 0 0 
3 0 0 4 0 0 
6 0 0 2 0 0 
1 0 0 
cae 2 0 0 
4 0 0 7 0 0 
1 0 0 
1 0 0 
1 0 0 
629 72 11.4 389 35 9.0 


cal — 7.5 per cent to 7.9 per cent respectively. Dur- 
ing the last three years, the rate with appendectomy 
was 5.8 per cent. The group without stones shows 


procedures employed on different occasions per- 
haps days or weeks apart. 


These two groups were then broken down ac- 


Table 3. Gall-Bladder Procedures Combined with Appendectomy. 


CASES WITH STONES 


CASES WITHOUT STONES ALL Cases 
MORTAL- MORTAL- MORTAL- 
OPERATIONS NO. DEATHS ITY NO. DEATHS ITY NO. DEATHS ITY 
RATE RATE RATE 
% % % 


a greater incidence of combined appendectomy be- 
cause it represents patients with indefinite digestive 
symptoms and with poor filling and emptying of 
the gall bladder. At operation the pathological 
findings around the gall bladder were not exten- 
sive, and in a further attempt to explain and im- 
prove the symptoms the appendix was explored 
and removed. It is also in this group of stoneless 
cases that the poorest subjective results are usually 
found; this is due in no small measure to the in- 
definite association of the gall bladder to the 
symptoms. 

The operative procedures were tabulated under 
routine and combined operations. Under “rou- 


cording to the operative procedures employed in 
the presence of varying degrees of gall-bladder dis- 
ease. It was felt that the higher figure for routine 
operations would thus be explained. 


Table 4. Combined and Routine Operations. 


TYPE OF OPERATION 


NO, DEATHS MORTALITY RATE 
852 92 10.8 
166 15 9.0 
1018 107 10.5 


The death rate in acute cholecystitis agrees with 
that found in many clinics. The low rate of 5.1 per 
cent in the patients on whom appendectomy was 
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also performed again brings out the fact that only 
the best-risk patients were so treated. Cholecystos- 
tomy carries a very high mortality rate in this 
series. In acute cholecystitis the figure is similar 
to that given by Babcock’ for the mortality from 
cholecystostomy. Certainly in this hospital chole- 
cystectomy has given better results in every patho- 
logic group. The high rate is probably due to the 
fact that the operation was reserved for aged and 
poor-risk patients. Any procedure on an acutely 
inflamed, gangrenous gall bladder may be too 
much for a critically ill patient. Yet cholecystos- 
tomy in the chronic conditions carried a higher 
mortality rate than did cholecystectomy. Even 
though the procedure was performed under local 
anesthesia, the shock was still enough to bring 
death to 1 out of every 3 patients. 


Table 5. Routine and Combined 
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From this table it can be seen that while there 
were only 197 male patients (18 per cent), 41 
(38 per cent) terminated fatally. It was believed 
that it would be of interest to see what patho- 
logical grouping would show for the sexes. Men 
are accused of allowing symptoms to go on for 
a long time before seeking advice. The table does 
not bear this out, as more men are found in the 
stoneless cases, and only a slightly smaller percent- 
age of women than men are found among the more 
urgent operative types of disease, such as acute, gan- 
grenous and subacute. 

Twenty per cent of the men showed acute or 
subacute pathologic lesions, compared with 16 per 
cent of the women. On the other hand, 55.7 per 
cent of the men had no stones, whereas only 36.3 
per cent of the women had none. In spite of the 


Procedures by Pathological Findings. 


ACUTE 


MORTAL- 


Tyre OF OPERATION NO. DEATHS ITY 


SUBACUTE 


MORTAL- 
NO. DEATHS ITY 


CHRONIC WITH STONES CHRONIC WITHOUT STONES 
MORTAL- 
NO. DEATHS ITY 
RA 


MORTAL- 


NO. DEATHS ITY 
RATE RATE TE RATE 

ROUTINE % % % % 
Cholecystectomy 90 14.0 14 1 7.1 156 20 12.5 152 12 7.9 
Cholecystostomy 5 1 20.0 21 42.8 13 2 16.0 
With appendectomy ............-....0005 58 3 5.1 12 1 8.3 172 17 10.2* 159 12 7.5 
With common duct drainage............. 6 0 0 2 0 0 34 4 11.7 1 1 100.0 

COMBINED 

Gall bladder and gastric .............005 2 0 0 -— — — 9 1 11.1 37 6 16.1 

Gall bladder and pelvic — 27 0 0 16 0 0 
Gall bladder and miscellaneous .......... - 21 2 9.5 ll 2 19.0 
161 17 10.5 28 2 7.7 440 53 10.2 38935 9.0 


Appendectomy combined with cholecystectomy 
shows as low if not lower mortality rates in every 
pathological group than cholecystectomy alone. It is 
safe to say that when properly done on a good-risk 
patient it does not increase the hazard appreciably. 
In no case could the appendectomy be blamed for 
death due to sepsis. 

Major procedures should not be combined with 
gall-bladder surgery unless the patient is an excel- 
lent risk and the gall-bladder procedure is rela- 
tively easy. Except in gastric surgery the results 
have been fairly good. Yet 2 patients were lost 
whose extensive ventral hernias were repaired. 
Herniorrhaphy tends to be a time-consuming oper- 
ation and may well increase the incidence or the 
severity of shock. The combining of gastric pro- 
cedures doubles the risk and should be condemned. 
The record of 43 vaginal and pelvic procedures 
without a fatality shows that the cases were well 
selected. In spite of the favorable figures here 
shown, pelvic procedures should be done at a sep- 
arate operation. 

The sex incidence of the group was determined. 
‘The classic distribution shows gall-bladder disease 
to be four times as frequent among women as 
among men. Our figures very closely approximate 
these figures. 


fact that the stoneless cases should represent a bet- 
ter operative prognosis, as there should be less liver 
damage, adhesions and other operative difficulties, 
the mortality rate among the men was appalling. 


Table 6. Sex Incidence by Pathology. 


MALEs FEMALES 
PATHOLOGICAL MOR- MOR- 
CLASSIFICATION NO. DEATHS TALITY NO. DEATHS TALITY 
RATE RATE 
% % 
33 10 128 6 
Subacute ....... 8 2 25 20 
Chronic with 
stone ........ 55 14 25 385 10 


stone 


S ex 


Table 6 shows that men are 
risks than women. 


The age incidence chart (Fig. 1) shows that 45 
per cent of the operations occurred in patients from 
forty to sixty years of age. Another 25 per cent 
occurred in those aged thirty to thirty-nine. The 
peak of the incidence occurred in the fifties. The 
fact that this peak occurs here rather than in the 
forties, as given in the trilogy “fair, fat and forty” 
is most probably due to postponement of operation 
for some time after the onset of symptoms. The 


decidedly poorer 


| 
EEE 
Chronic without 
101 15 17 
Totals ....... 197 41 21 
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average duration of symptoms prior to operation 
in this series was six years. 

Youth and old age show a higher percentage of 
acute than of chronic disease; 1.2 per cent of the 
acute cases occurred under twenty years and 5.5 
per cent occurred after seventy, whereas 0.2 per 
cent of the chronic cases occurred under twenty 
and 3.6 per cent after seventy. 

The death rates show a constant curve in all 


Cases Mortahty 


1 Percent 
_i 


iy 


Lan 
wv 


10-19 30°39 SoS? 606? 


Ages 


Figure 1. Incidence and Mortality Chart. The 1013 
cases are charted for number by the continuous line and 
for mortality percentage by the broken line (the age was 
doubtful or missing in 5 records). The acute upswing 
for mortality per cent after the age of sixty is most striking. 
On dividing the cases according to the type of cholecysti- 
tis — acute, subacute and chronic—and on charting the 
number of cases and mortality percentage, similar curves 
were obtained in each group. 


types of disease; up to the age of twenty no deaths 
occurred; from twenty to sixty the slope is con- 
stant; from sixty on the curves rise very rapidly, 
until in the seventies the death rate reaches 35 per 
cent. Except for the subacute group, which is too 
small to draw conclusions from, there is so little 
difference in the curves for the different patho- 
logical groups that one is tempted when consider- 
ing operative risks to place more prognostic value 
on the age of the patient than on the degree of 
disease. 

Bearing in mind that men seemed the poorer 
risks in this series, the age incidence by sexes was 
determined. The average age of the men in the 
acute group was fifty-eight, in the chronic group 
fifty-four and in the subacute group fifty-three. 
The ages of the women were forty-five in the acute 
group, forty-eight in the chronic group and forty- 
five in the subacute group. The men show from 
eight to fourteen years advanced age over the 
women in each group. This fact probably has some 
bearing on the higher mortality rates among the 
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men. Both the highest mortality rate and the 
greatest average age occurred in the acute group and 
among the men. On the other hand, the lowest 
mortality rate and the lowest average age occurred 
in the acute group and among the women. The 
difference in age between the acute male and fe- 
male cases was almost fourteen years, but it seems 
unlikely that this difference can account wholly 
for the twenty-four per cent difference in mortality 
rates. 

Age plays an important part in the prognosis of 
the operative results of gall-bladder procedures. 
Patients must be prepared very carefully for oper- 
ation. In elective operations every effort must be 
made to evaluate cardiac, renal and hepatic effi- 
ciency so that each may be brought to as high a 
state as possible prior to operation. In emergency 
operations one can profitably delay them a few 
hours so as to make determinations of blood non- 
protein nitrogen, chlorides, carbon-dioxide com- 
bining power and icteric index, and to administer 
intravenous saline and glucose solutions. A 
carbon-dioxide determination below 36 vol. per 
cent is a definite contraindication to surgery. No 
case is so urgent but that the patient’s chances will 
be improved by immediate operation and hence, a 
delay in administering supportive treatment. The 
failure to learn this lesson earlier contributed to 
our high mortality rate in cholecystostomy. Many 
of our fatal cases were operated upon immediately 
upon hospital entry and death occurred within a 
few hours after operation, or even on the table. If 
these patients had been given preoperative prepara- 
tion some might have died unoperated. Yet for 
the majority the operative risk would have been 
lowered by a preoperative pause to administer 
fluids, glucose, or even blood, if necessary. These 
principles apply to patients of all ages. In people 
over sixty, since the degenerative processes of age 
have usually made heavy inroads on stamina, spe- 
cial care is imperative if one is to avoid an appalling 
mortality rate. | 

An analysis of the fatal cases was made in an 
effort to determine whether the fatal operations 
were elective or emergency ones, and whether 
the diagnosis and basis for operation were deter- 
mined by clinical or by x-ray findings. As shown 
in Table 7, seventy-three per cent of the deaths oc- 
curred in elective operations. Sixty-eight per cent 
of the deaths in stone cases and 82 per cent in 
stoneless cases were operations of choice. The 
primary symptoms and complaints have not been 
listed. Some of the emergency operations were 
undertaken under a proyisional diagnosis of intes- 
tinal obstruction or acute pancreatitis. It was only ° 
at operation that the true nature of the disease 
was found. 


| 
‘ 
: 
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The preoperative stay of the fatal stone cases 
averaged four days and of the stoneless cases three. 
However, 54 of the 107 fatal cases were in the hos- 
pital less than twenty-four hours before operation. 
Such a stay is too brief for adequate preparation 
for operation, or for proper evaluation of its neces- 
sity, and must be discouraged. 

X-ray studies were recorded in 30 stone cases 
and 13 stoneless cases which resulted in death. A 
positive x-ray diagnosis was made the apparent 


Table 7. Analyses of 107 Fatal Cases. 


DEATHS WITH STONES WITHOUT STONES 


Electi ions... 78 (73.0% 49 (68.0% 29 (82.0%) 
epevations 29 (37.0%) 23 (32.0%) 6 (18.0%) 


Totals........... 107 72 35 


basis for operation in 18 of the former and 10 
of the latter. In the early years of this series 
the Graham test was not in use. Some of the 
patients had received x-ray studies at other clinics. 
In the last four years practically every patient 
had had some x-ray study. In 28 cases x-ray evi- 
dence rather than the clinical story swayed the 
decision to operate. . 


Table 8. Causes of Death (Primary Cause on Death 


Certificates). 

Pneumonia (broncho-, lobar and hypostatic)................ 23 
Cardiac (myocarditis, coronary disease)...............0-0005 18 
Peritonitis (local or di 16 
Bowel obstruction or paralytic ileus.................00e000s 5 
Nephritis (acute and chronic) 7 
Acute hemorrhagic 
No cause other than 


*31 per cent of these cases were autopsied. 


The causes of death (Table 8) are those usually 
associated with abdominal surgery. Pneumonia, 
peritonitis and cardiac failure accounted for over 
half the fatalities. The depredations of degenera- 
tive disease, such as generalized arteriosclerosis 
coronary sclerosis, chronic vascular nephritis anc 
myocardial fibrosis, were frequent contributors. 
Hemorrhage, which is usually considered a severe 
and frequent complication of gall-bladder surgery, 
caused only 4 deaths. 

Among the 161 acute cases there were 17 deaths. 
Of these 6 occurred following perforation of the 
gall bladder, 8 after gangrene and 1 after empyema 
of the gall bladder. Only 2 of the fatal cases 
showed no septic complications, as 1 patient died 
from hemorrhage and 1 from surgical shock. In 
15 death was caused by sepsis, the patients show- 
ing late phases of an acute process. All these 
cases had been treated expectantly at home or in 
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the hospital. Early operation, after the administra- 
tion of restorative fluids, would at least have 
avoided the occurrence of perforation. Whether 
the mortality rate would have still remained as 
high if earlier operation had been attempted is 
a matter of conjecture. There has been consid- 
erable discussion of late concerning the proper 
handling of acute cholecystitis as to whether opera- 
tive interference should be early or delayed. This — 
question cannot be answered here, but we can 
point to a group of severe complications which 
resulted from too great delay in operating. The 
expectant or delayed operative treatment of acute 
cholecystitis must be carried out with the frequent 
occurrence of complications due to gangrene and 
perforation ever in mind. No rule can be formu- 
lated, but a waiting course is justified only if im- 
provement is taking place. 


CONCLUSIONS 


From the foregoing material the following con- 
clusions and recommendations can be drawn: 


The procedures of cholecystectomy and cho- 
lecystostomy must still be considered serious op- 
erations, with potentialities for a high mortality 
rate. 

Appendectomy is unlikely to increase the op- 

_ erative risk if cases are properly selected. 

Gall-bladder operations combined with any 
other major procedure carry too great a hazard 
to justify them except in distinct emergencies. 

In cases presenting multiple surgical diseases 
a two-stage operation should be done, the more 
urgent condition being treated at the first opera- 
tion and the less urgent condition two or more 
weeks later. 

Women are better operative risks than men. 
In this series there was a higher incidence of 
operations and a lower mortality rate among 
women. 

Gall-bladder surgery in people over sixty car- 
ried a mortality rate of from 25 to 40 per cent, 
increasing with age. In this age group, par- 
ticularly, the severity of symptoms must be 
weighed carefully before incurring the risks of 
surgery. Elective operations must be deferred 
until the patient’s general condition has been 
brought to its optimum. 

The incidence of stoneless cases (38 per cent) 
is high, and these cases showed a mortality rate 
of 9 per cent. No case of acute cholecystitis oc- 
curred in a stoneless gall bladder. Perhaps this 
alithic group should be considered mainly a 
medical problem. 

Operations of choice should reflect a low mor- 
tality rate. Such operations in our series did not. 


| 
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By taking the following steps the mortality rate 
in this hospital has been lowered from 12.2 
per cent in 1924 to 6.5 per cent in 1933: 


The indications for operation must be spe- 
cific: stones and a history of colic or of extra- 
hepatic jaundice are the more important. A 
clinical history of colic plus positive cholecysto- 
grams is always an indication. In the absence 
of a history of colic, a cholecystogram which 
shows poor filling and emptying should be re- 
peated. If such findings recur, medical treat- 
ment is indicated. If this fails to bring im- 
provement in gall-bladder function, surgery is 
indicated. 

The preoperative evaluation of cardiac, 
hepatic and renal function must be thorough. 

The preoperative care must be sufficient to 
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bring the patient to the optimum condition 
possible. 


The operative procedures must be simple, 
gentle and not unduly prolonged. 

The anesthesia and postoperative care must 
be planned to reduce pulmonary complica- 
tions. 


In acute conditions of the gall bladder, opera- 
tion must not be delayed until complications re- 
sulting from gangrene and perforation have de- 
veloped. Acute cholecystitis should be consid- 
ered from its onset a surgical disease requiring 
very close observation. 

687 Boylston Street. 
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FAILURE OF NICOTINIC ACID IN THE TREATMENT OF ANEMIA 
Oscar C. Hansen-Pruss, M.D.* 


DURHAM, NORTH CAROLINA 


ICOTINIC acid and nicotinic acid amide have 

been isolated from liver’’* and have been 
used successfully in the treatment of experimental, 
canine black tongue” * and of human pellagra.* * ° 
Since this drug may well be used extensively as a 
therapeutic agent in pellagra and perhaps in other 
deficiency states, it has seemed advisable to observe 
its effects in various types of anemia. In this paper 
will be reported the essentially negative effect of 
nicotinic acid (Eastman) when administered par- 
enterally to 7 patients: 3 with pernicious anemia, 
1 with hyperchromic anemia and liver disease, 1 
with idiopathic hypochromic anemia and 2 with 
myeloid leukemia. 

In experimental work on canine black tongue it 
was found that the results obtained from the in- 
jection of 1 mg. of nicotinic acid per kilogram of 
body weight daily for ten days were comparable 
with the best results obtained by the use of liver.® 
Each of our 7 patients was given 60 mg. of nico- 
tinic acid daily, by intramuscular or by intravenous 
injection. In 2 cases an evanescent flushing and 
subjective feeling of warmth followed the first of 
several injections. No other reactions were ob- 
served. In addition to frequent peripheral blood 
counts, cell counts were done directly on material 
aspirated from the sternal bone marrow. The ma- 
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terial withdrawn was kept from clotting by the 
addition of suitable amounts of crystalline potas- 
sium oxalate. 


Case 1. A white female, 42 years of age, was admitted 
with the diagnosis of pernicious anemia and subacute 
combined degeneration of the spinal cord. Symptoms 
began 7 years before entry. 

The blood showed a red-cell count of 2,500,000 with a 
hemoglobin of 67.7 (10.5 gm.) per cent. The color in- 
dex was 1.35, and the MCV 122.5 y3. The white-cell 
count was 5320 with 66 per cent polymorphonuclears, 1 
per cent large lymphocytes, 26 per cent small lympho- 
cytes, 4 per cent eosinophils, 1 per cent basophils and 2 
per cent monocytes. 

A stained smear revealed anisocytosis and _poikilo- 
cytosis, with a predominance of macrocytic red cells. No 
immature cells were seen. The bone-marrow picture is 
revealed by several sternal punctures was characteristic of 
that seen in pernicious anemia; the white-cell count was 
50,000, with 1.5 per cent reticulocytes, all macrocytic. 
Blood Wassermann and Kahn tests were negative. 
Gastric analysis showed no free hydrochloric acid after 
stimulation with 5 mg. of histamine. On lumbar puncture 
the spinal fluid was clear and the pressure normal. The 
cell count, Pandy reaction, benzidine test and spinal fluid 
Wassermann were all negative. X-ray studies of the chest 
and abdomen revealed nothing of note. 

The daily intramuscular injection of 60 mg. of nicotinic 
acid for 10 days had no significant effect on the peripheral 
blood (Chart 1), but parenteral liver therapy had a sub- 
sequent positive effect. The patient became progressively 
weaker and the neurologic changes more pronounced. 
After 1 week of treatment with nicotinic acid, the bone- 
marrow white-cell count had fallen to 17,000. This rela- 
tively low count persisted for 10 days after the nicotinic 


Vol. 218 No. 25 


acid injections had been discontinued. The differential 
white-cell picture showed a constant and definite decrease 
in the number of mature myeloid elements. The erythro- 
poietic system remained unchanged. Three days after the 
start of daily intramuscular injection of liver extract, the 
reticulocytes in the bone marrow rose to 20 per cent and 
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nucleated red cells, no parasites and no immature white 
cells. The van den Bergh reaction, indirect, was 1.7 mg. 
per cent. Blood Wassermann and Kahn tests were nega- 
tive. Gastric analysis showed complete achlorhydria after 
histamine. 

The history of recurrent spring and summer dermati- 
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Chart 1. 


on the fifth day reached 15 per cent in the peripheral blood. 
Subsequent bone-marrow studies showed a prompt re- 
versal of the megaloblast-normoblast ratio. The patient’s 
clinical condition promptly improved. 


Case 2. A white female, 44 years of age, was admitted 
with the diagnosis of pernicious anemia. During the 
past 18 years, in the spring months, there had been 
glossitis and stomatitis, with dermatitis on the dorsal sur- 
face of both hands, associated with general malaise and 
diarrhea. Although during the past 2 months the patient 
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had noticed tingling of the extremities and frequent head- 
aches, the neurological examination disclosed no abnor- 
malities. 

The blood showed a red-cell count of 1,200,000 with a 
hemoglobin of 30.6 (4.6 gm.) per cent. The color index 
was 1.25, and the MCV 110 py’. The white-cell count was 
3700, and the platelet count 87,000. There were 1.2 per 
cent reticulocytes. 

There was a marked anisocytosis and poikilocytosis, 
with predominance of macrocytes. There were no 


tis, glossitis, and diarrhea suggested pellagra. The patient 
was therefore kept on a basal diet,® deficient in the pellagra 
preventive factor, throughout her entire period of study. 

The daily intramuscular injection of 60 mg. of nicotinic 
acid for 8 days had no effect on the peripheral blood, but 
there was a subsequent prompt response to treatment with 
the parenteral administration of liver extract (Chart 2). 
The only beneficial effect of the nicotinic acid in this case 
was a softening of the skin, particularly over the bridge 
of the nose, and an increase in appetite. Bone-marrow 
material was obtained at frequent intervals by sternal 
puncture. The initial puncture disclosed a megaloblastic 
marrow with negligible red-blood-cell regeneration and 
retarded maturation. The white-cell count was only 10,000, 
owing mainly to a decrease in the number of mature 
myeloid elements. The reticulocyte count was 2.5 per cent. 
Three days after starting daily parenteral liver therapy 
the bone-marrow white-cell count was 13,000 and the 
reticulocytes 30 per cent; 8 days later it had risen to 30,000. 
Clinical improvement was equally prompt. 


Case 3. A white male, 60 years of age, was admitted 
with the diagnosis of pernicious anemia and subacute 
combined degeneration of the spinal cord. 

The blood showed a red-cell count of 1,220,000 with a 
hemoglobin of 39 (6.1 gm.) per cent. The color index 
was 1.5, and the MCV 130 y*. The white-cell count was 
5000 


There were marked anisocytosis and poikilocytosis and 
a predominance of macrocytes. There were no nucleated 
red cells and no immature white cells. The reticulocytes 
(all macrocytic) were 1 per cent and the platelets num- 
bered 80,000 per cubic millimeter. The van den Bergh, 
indirect, was 1.0 mg. per cent. Blood Wassermann and 
Kahn tests were negative. Gastric analysis showed com- 
plete achlorhydria after 0.5 mg. of histamine. 

The daily intramuscular injection of 60 mg. of nicotinic 
acid for 6 days had no effect on the peripheral blood, but 
there was a response to the subsequent daily intramuscular 
injection of liver extract (Chart 3). The initial bone- 
marrow biopsy showed a typical megaloblastic marrow. 
The white-count was 42,000 and the reticulocyte count 
1.5 per cent. On the 7th day after the first nicotinic acid 
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injection, the white-cell count was 12,000 and the reticulo- 
cyte count 2.5 per cent. On the 10th day of the parenteral 
liver extract treatment, the white-cell count was 60,000, a 
satisfactory rise after a reticulocyte response of 32 per cent 
in the peripheral blood on the 7th day of liver extract 
therapy. Clinical improvement was then prompt. 
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Case 4. A white female, 50 years of age, was admitted 
with the diagnosis of hyperchromic, macrocytic anemia, 
associated with cirrhosis of the liver and obstructive 
jaundice. The first symptoms appeared 6 weeks before 
entry. Temperature, pulse and respiration at rest were 
normal. The patient was obese, and the skin and sclerae 
were yellowish. There was no papillary atrophy of the 
tongue. The liver dullness was distinctly decreased; the 
splenic. edge was firm, and non-tender and was palpable 
3 cm. below the left costal margin. 

The blood showed a red-cell count of 900,000 with 18 
(3.6 gm.) per cent hemoglobin. The color index was 
1.35, the MCHC (mean corpuscular hemoglobin content) 
was 35 x 10")? gm., and the MCV 116 p*. The white- 
cell count was 4000, and that of the platelets 320,000. 
There were less than 1 per cent reticulocytes. 

Fragility of the red cells was normal. Gastric analysis 
showed 63 units of free hydrochloric acid and 100 units 
total acid 45 minutes after the injection of histamine. In 
the liver-function test bromsulphthalein excretion was re- 
tarded, and 10 per cent of dye was retained after 30 
minutes. Blood Wassermann and Kahn tests were nega- 
tive. Studies of the bone marrow revealed many megalo- 
blastic cells. 

Daily intramuscular injections of 60 mg. of nicotinic 
acid for 7 days had no effect on the degree or type of 
anemia or on the clinical course. There was no reticulo- 
cyte response. The initial white-cell count in the bone 
marrow was 3200; it fell to 2000 on the 5th day after the 
start of nicotinic acid injection. On the administration of 
parenteral liver extract it rose to 6400 after 5 days’ treat- 
ment, with a rise in the peripheral blood levels and a 
subsequent satisfactory clinical improvement. 


Case 5. A negress, 40 years old, was admitted with the 
diagnosis of hypochromic anemia. 

The blood showed a red-cell count of 1,980,000 with a 
hemoglobin of 22 (3.4 gm) per cent. The color index was 
0.55, the MCHC 17.7 x 10-*? gm., and the MCV 63 y3. 
The white-cell count was 5600, and that of the platelets 
300,000. The reticulocytes numbered 2 per cent. Gastric 
analysis showed no free hydrochloric acid and 6 units 
of total acid 45 minutes after the injection of histamine. 
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The daily intravenous injection of 60 mg. of nicotinic 
acid for 11 days evoked no reticulocyte response and no 
rise in the red-cell or hemoglobin levels, and the clinical 
picture remained unchanged. The patient subsequently 
responded strikingly to iron therapy. The initial white- 
cell count in the bone marrow was 82,000; it fell to 42,000 
after 7 days of nicotinic acid administration, and remained 
at about this level until iron therapy had been instituted. 


In Cases 4 and 5, as in the 3 cases of pernicious 
anemia, the decrease in the white cells of the bone 
marrow was due mainly to a reduction in the num- 
ber of mature myeloid celis. Because of the appar- 
ent inhibiting effect of nicotinic acid in the central 
myeloid system, this preparation was also tried in 2 
cases of myelogenous leukemia, as follows. 


Case 6. A Negro, 21 years of age, was admitted with 
a diagnosis of chronic myelogenous leukemia; he com- 
plained of progressive weakness, shortness of breath, swell- 
ing of the abdomen and frequent nosebleeds. He was 
febrile and undernourished; the mucous membranes were 
pale, and crusted blood was present in the nasal passages. 
A huge, firm, tender spleen filled the entire left side 
of the abdomen, and the liver was palpable 4 cm. below 
the right costal margin. 

The blood showed a red-cell count of 2,900,000 with 
a hemoglobin of 54 (8.4 gm.) per cent. The color index 
was 1.0, the MCHC 289 x 10-!2 gm., and the MCV 
55.1 3. The white-cell count was 50,000 with 30 per cent 
segmented polymorphonuclears, 27 per cent “staff” poly- 
morphonuclears, 4 per cent juvenile polymorphonuclears, 
10 per cent neutrophilic myelocytes, 5 per cent eosinophilic 
myelocytes, 4 per cent basophilic myelocytes, 2 per cent 
myeloblasts, 3 per cent large lymphocytes, 4 per cent small 
lymphocytes and 1 per. cent monocytes. There were 
occasional normoblasts and 4 per cent reticulocytes. The 
urine was clear except for occasional red blood cells 
(benzidine 1+). Blood Wassermann and Kahn tests 
were negative. ‘ The basal metabolic rate was +50 per cent. 
The initial bone-marrow biopsy revealed a_ white-cell 
count of 120,000 with a preponderance of myeloblasts, 
myelocytes (35 per cent undifferentiated), many immature 
and mature basophilic and eosinophilic cells, many normo- 
blasts and erythroblasts, an occasional megaloblast (megalo- 
blast-normoblast ratio 1:10), and 6 per cent reticulocytes. 

The patient received 60 mg. of nicotinic acid intra- 
venously daily for 10 days. The reticulocyte count in the 
peripheral blood never exceeded 5 per cent, in the bone- 
marrow 7 per cent. The hemoglobin and red-cell values 
fell steadily, reaching 37 per cent and 1,800,000 respec- 
tively at the end of the 10-day period. During this time 
the patient did not lose blood. The white-cell count in the 
peripheral blood and in the bone marrow remained essen- 
tially unchanged.: The differential white-cell formula 
in the peripheral blood remained essentially the same, 
as did the platelet count. 


Case 7. A white male, 41 years of age, was admitted 
with the diagnosis of chronic myelogenous leukemia. 
During the previous year he had received several courses 
of x-ray treatment. His only complaint was some weak- 
ness and fatigability. He was well nourished, quite com- 
fortable and afebrile. A few purpuric spots were seen 
over his extremities. The spleen was markedly enlarged, 
firm and non-tender; the liver extended to 3 cm. below 
the right costal margin. 


. 
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The blood showed a red-cell count of 4,500,000 with 
a hemoglobin of 85 (13.2 gm.) per cent. The color index 
was 0.95, the MCHC 29.6 x 10-?? gm., and the MCV 
85.5 u%. The white-cell count was 200,000 with 35 per cent 
segmented polymorphonuclears, 32 per cent “staff” poly- 
morphonuclears, 9 per cent juvenile polymorphonuclears, 
1 per cent eosinophils, 18 per cent neutrophilic myelocytes, 
1 per cent myeloblasts, 1 per cent large lymphocytes, 2 per 
cent small lymphocytes and 1 per cent monocytes. There 
were no immature red cells. Reticulocytes were estimated 
at less than 1 per cent. The basal metabolic rate was +18 
per cent. 

The daily intravenous injection of 60 mg. of nicotinic 
acid for 8 days caused no change in the white-cell count, 
and no appreciable change in the differential white-cell 
formula or the hemoglobin or red-cell levels. 


DISCUSSION 


Although it seems well established that nicotinic 
acid contains a growth-promoting factor, and per- 
haps the pellagra-preventing factor of Goldberger, 
it had no antianemic value whatsoever in the in- 
stances cited here. The only hematologic change 
observed was a temporary depression of myeloid 
function, as indicated by a drop in the bone-marrow 
white-cell count. This fall was not mirrored in the 
white count or in the Schilling hemogram of the 
peripheral blood. On the other hand, it has been 
observed*® that in rats on diets deficient in the 
vitamin B complex, the addition of nicotinic acid 
will prevent the development of a nutritional pan- 
myelophthisis. Nicotinic acid apparently had no 
effect on the platelet count. Thrombopenia in the 


NICOTINIC ACID — HANSEN. PRUSS 


1053 


cases of Addison-Biermer anemia, when present, 
persisted until the institution of liver treatment. 


SUMMARY 


Nicotinic acid, in dosages known to be clinically 
effective in pellagra, was used in 3 cases of Addi- 
son-Biermer anemia, 1 case of hyperchromic anemia 
and liver disease, 1 case of idiopathic hypochromic 
anemia, and 2 cases of myeloid leukemia. 


In such amounts nicotinic acid had no effect on 
the anemia or clinical course of any of these pa- 
tients. 


The injection of nicotinic acid was followed in 
each instance by a fall in the bone-marrow white- 
cell count. 
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NEW HAMPSHIRE MEDICAL SOCIETY 


PROCEEDINGS OF THE 
ONE HUNDRED AND FORTY-SEVENTH ANNIVERSARY 
House or DELEGATES 
May 16, 17 anv 18, 1938 


farms House of Delegates convened at the Hotel 
Carpenter, Manchester, on Monday evening, 
May 16, 1938, at seven-thirty o’clock, with Speaker 
Richard W. Robinson, of Laconia, presiding. 

The following members answered the roll call: 


The President, ex-officio 

The Vice-President, ex-officio 
The Secretary-Treasurer, ex-officio 
Chester L. Smart, Laconia 

A. Philip LaFrance, Laconia 
William J. Paul Dye, Wolfeboro 
Francis J. C. Dube, Center Ossipee 
Osmon H. Hubbard, Keene 
Norris H. Robertson, Keene 
William M. Bronson, Lancaster 
Edgar J. Thibodeau, Berlin 
Robert M. Deming, Glencliff 
Leslie K. Sycamore, Hanover 
Deering G. Smith, Nashua 
Clarence E. Dunbar, Manchester 
George V. Fiske, Manchester 
Luther A. March, Nashua 
Herbert B. Messinger, Franklin 
Warren H. Butterfield, Concord 
Oscar B. Gilbert, Exeter 

Fred Fernald, Nottingham 
Edna Walck, Dover 

Henry C. Sanders, Jr., Claremont 
Addison Roe, Newport 

George C. Wilkins, Manchester 
Henry O. Smith, Hudson 
Robert O. Blood, Concord 
Emery M. Fitch, Claremont 
Frederic P. Lord, Hanover 


SPEAKER Rosinson: The first order of business 
is the reading of the minutes of the last meeting. 


Dr. Dupe: I move that the reading of the 
minutes of the last meeting be omitted. 


This motion was seconded and was carried. 


SPEAKER Rosinson: The next business is the 
appointment of a Committee on Credentials. I 
appoint Chester L. Smart, Francis J. C. Dube, 
Edgar J. Thibodeau and Clarence E. Dunbar. 

The Committee on Officers’ Reports was ap- 
pointed prior to this meeting, with Herbert B. 


Messinger as chairman and Deering G. Smith and. 
Fred Fernald as members; the Committee on 
Memorials and Communications with William J. 
Paul Dye as chairman and Edna Walck and 
Clarence E. Dunbar as members. 

For the Committee on Nominations, I now ap- 
point Leslie K. Sycamore as chairman and Henry 
C. Sanders, Jr., Wendell P. Clare, Charles H. Cut- 
ler and Osmon H. Hubbard as members. 

We are going to interrupt the regular order of 


business at this time in order to introduce Mr. | 


Smith, superintendent of the Mary Hitchcock Hos- 
pital, and Miss Mary L. Whittaker of the Mar- 
garet Pillsbury Hospital, who will talk to us about 
group hospitalization insurance. 


Mr. SmitH: Group hospitalization is very much 
of a baby, being only about four years old. It was 
begun in Dallas, Texas, and it gradually spread 
through the Middle West, and to the East Coast, 
and last year saw the formation of the Massachu- 
setts group. 

At one time, it was thought that we might 
have the Massachusetts plan extend up through 
northern New England. The Massachusetts plan 
and the New York plan are not operated by the 
hospitals but by men interested in hospitals, who 
have given money as a financial back-log to tide 
them over the first two or three years, when claims 
usually exceed the premiums. 

Another plan is the formation of a company by 
interested individuals, which would be financially 
backed, so far as claims are concerned, by an in- 
surance company. This latter plan seems, in many 
respects, to be more satisfactory. 

We should like to know what the reaction of 
the medical association of this state is regarding 
group hospitalization. It is a big problem and 
one that depends for its success on the medical pro- 
fession. 


SPEAKER Rosinson: The meeting is now open 
for questions. 


Secretary Mertcatr: If this is backed by an in- 
surance company, is there any assurance that the 
rate will not be raised? 


Mr. SmitH: Only to this effect: the plan itself 
has been incorporated by two individuals as the 
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New Hampshire Hospital Plan. The State laws 
require that 79 per cent of all income must be 
set up as a reserve to pay possible claims. If 
the claims are greater than that, there might be a 
raise. If the claims are less, that percentage has to 
stay in a reserve, which is under the supervision 
of the State Insurance Commissioner. The insur- 
ance company acts merely as an underwriting 
agency. The plan will be administered, as we get 
the story from Mr. Kendall and Mr. Glines, with 
an advisory committee composed of representa- 
tives from the medical group, from the hospital 
group and from the lay group. 


Secretary MercatF: How soon would you like 
to start it? 


Mr. SmitH: We are willing to take our time 
and be sure it is correct. These two gentlemen 
are very anxious to get it started. The hospitals 
are more interested in starting something that will 
be of greater value ten years from now than it will 
be, let us say, three years from now. 


SPEAKER Rosinson: Miss Whittaker, would you 
like to speak on this subject? 


Miss Wuitraker: I have nothing to add to 
what Mr. Smith has told you, other than that we 
have negotiated for the past month with the Ver- 
mont Accident Insurance Company. Their repre- 
sentative, Mr. Glines, could present the program 
which they have to offer, if you desire to have 
him do so. 


Secretary Mercatr: Mr. Glines, will you tell 
us, briefly, what you told me the other day in my 
office? 


Mr. Georce B. Gunes: Our first approach, 
after outlining the plan, was to contact the State 
Insurance Department in order to find out if such 
a plan could be adopted for New Hampshire. We 
found that the New Hampshire laws interpret hos- 
pitalization as a form of insurance and the At- 
torney-General has ruled that it must come under 
the State Insurance Department and that a non- 
profit plan, so-called, could not be organized in 
New Hampshire under our present laws. 

I have a copy of the policy here. The items are 
as follows: 


1. Each eligible subscriber is entitled to receive 
hospital care for a total of not more than twenty- 
one days on one or more admissions during the 
first contract year. After having been a subscriber 
for twelve months, he will be entitled to receive 
hospital care for not more than thirty days during 
the contract year. Hospital care shall be rendered 
to the subscriber upon the recommendation of a 
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physician.... He must be a licensed practitioner 
of medicine and acceptable to the hospital selected. 

2. In the event of an accident or other emer- 
gency requiring hospitalization at a hospital out- 
side of New Hampshire, members are entitled to 
receive a credit of six dollars per day against the 
usual hospital charges. . . . Should a subscriber 
elect to receive hospital care provided at a New 
Hampshire hospital which is not a member of the 
Hospital Service of New Hampshire, he shall be 
entitled to receive benefits of five dollars per day, 
subject to all agreements and exclusions therein 
contained. 

3. Hospital care includes board in a semi-pri- 
vate room and care for twenty-one days, on one or 
more admissions; use of operating and delivery 
room; cost of anesthesia to a maximum of ten 
dollars; ordinary medications and dressings; rou- 
tine laboratory and pathological service; and gen- 
eral nursing service. Obstetric care shall include 
any condition resulting from pregnancy, the care of 
the mother and the ordinary nursing care of the 
newborn child. 

4. The agreement does not include hospital 
care for the treatment of any ailment of which the 
subscriber had knowledge at the time the subscrip- 
tion application was completed; pulmonary tuber- 
culosis, after diagnosis as such; venereal disease; 
nervous and mental diseases; workmen’s compen- 
sation cases; quarantinable diseases; alcohol or 
drug addiction. Hospital care arising from preg- 
nancies is not covered until husband and wife have 
been subscribers for ten consecutive months pre- 
ceding the culmination of pregnancy. 

5. The agreement does not cover services or 
fees of physicians, surgeons or special nurses or 
their board, nor does it cover payment of x-ray 
diagnosis or other special services provided by 
the hospital. 

6. Hospital care beyond the twenty-one-day 
period will be furnished by member hospitals at 
a discount of twenty per cent, not to exceed a 
twenty-eight-day period in any one contract year. 
Should a member desire more expensive accom- 
modations, a credit of $5.00 per day toward such 
accommodations shall be allowed. 


This is all under the jurisdiction of the State 
Insurance Department, as I stated before. 

There are some provisions here which are the 
standard provisions required by law for this type 
of insurance. 

One of the usual provisions in a similar policy 
would be to the effect that all indemnities are 
payable to the insured; but that would defeat the 
purpose of this plan, which is that hospitals may 
be assured of their money. So, after several con- 


. 
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ferences with the State Insurance Department and 
the Attorney-General’s Office, we were permitted 
to accomplish a change. All indemnities in this 
policy are payable to the member hospital furnish- 
ing care. The Attorney-General, under the law, 
is permitted to allow such a change, if it works 
out to the benefit of the insured person; be- 
cause the insured person is to receive a 20 per 
cent discount after the period of hospitalization 
which is covered under the contract is exhausted, 
he has ruled that the change does work out to the 
benefit of the insured person. It has also been 
approved by the State Insurance Department. 

There is a paragraph in the contract, also, which 
states that the subscriber consents that a diagnosis 
of a physician and a medical record of the sub- 
scriber’s hospitalization may be furnished to and 
used by the company’ for statistical, actuarial and 
other legitimate purposes. 

Another clause specifies that all benefits of the 
policy shall cease at the time the subscriber is noti- 
fied by the attending physician that hospitaliza- 
tion is no longer necessary and that the subscriber 
shall be responsible to the hospital for payment 
of all charges incurred after date of such notice. 

The next clause states that the subscriber mak- 
ing application for hospitalization insurance does 
not anticipate that he or his family, at the time 
of the making-out of the application, is in need 
of hospital care. Such a clause is necessary, be- 
cause no medical examination is required. 

This is a group policy and will only be issued in 
groups of a minimum of five, or larger groups, 
if possible. We intend first to contact the employer 
for groups. If the plan meets with his approval, 
we shall make an attempt to form the first group 


in the organization. It may be a large organiza- 


tion or a small one. But the first group would 
be instituted by securing office employees and heads 
of departments. After we have an entree into the 
plant, we can leave circulars with the employer 
to be distributed among the employees. The cir- 
cular will outline the coverage under the contract, 
and the cost to the insured person. 


An employed person is the person who must 
_ apply; that employed person may be a man or a 
woman. The first person taking out the insur- 
ance — the employed person — must pay ten dol- 
lars a year; the second person in that family may 
be insured for eight dollars additional, and the 
other members of that person’s family, up to nine- 
teen years of age, may be insured for six dollars 
each, regardless of number. 

There is a fifty-cent subscription fee for the 
first application, and there is no other fee for the 
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other members of the family, outside of the 
amounts I have just given you. 


SPEAKER Rosinson: This does not include any 
x-ray work done in the hospital? 


Mr. Gunes: No. 


SPEAKER Rosinson: How about blood transfu- 
sions? 


Mr. Gunes: They would not come under this 
contract. 

These provisions have been drawn up in co- 
operation with the President of the State Associa- 
tion of Nursing Superintendents and the hospital 
superintendents, and Mr. Smith, of the Mary Hitch- 
cock Hospital in Hanover, has made an inten- 
sive study of all the plans which are in effect 
today. This plan is the result of several confer- 


ences. 


Dr. Dupe: By groups of five, do you mean 
these people have to be employed by a certain 
person? Suppose, in a small town, there were five 
different individuals who wished to subscribe. 


Mr. Gunes: We believe that a situation of 
this sort can be handled very nicely. Let us take 
an-illustration. An office organization has a po- 
tential group, but all members might not wish 
to come in right away. We will put the applica- 
tions on file. When we have a group of five, 
we shall then issue a group certificate to each one. 


Mr. SmitH: I think what the doctor meant 
was this: If you have an office where three peo- 
ple want to join, how about the other two mem- 
bers needed to make up the group of five? 


Mr. Gunes: In that case, I believe we shall 
find that there may be two or three stores or em- 
ployers engaged in practically the same line of 
business, and we could combine those under one 
group. Then we should have a group of five and 
probably more. 

With reference to the farmer and his group, 
they all have their state organizations, and many 
of them are members of either the Grange or the 
Farm Bureau. We should approach those people 
through the: head of their organization. 


Dr. Duse: I meant by my question, suppose 
five people of different groups wished to have the 
benefits of such a policy. Let us suppose that a 
doctor, a lawyer, an oil man and a garage man 
wanted to get together and make a group of their 
own: What then? 


Mr. Gunes: I do not see any objection to that, 
if that is the only way to handle the matter. But 


if 
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I think the most acceptable way would be to 
combine classifications in one group, rather than 
several different classifications of employment in 
the same group. 


Dr. Dye: Suppose you have an individual fam- 
ily under five members who want this type of 
policy: What then? 

Mr. Gunes: The first member of the family to 
apply must be the employed member; the second 
would be the husband or wife, and that would 
be the eight dollars additional charge; and then 
to include all other members of the family, re- 
gardless of the number, up to nineteen years of 
age, it would cost six dollars each. 


Dr. Dye: Is it essential that the head of the 
family be employed? Suppose the head of the 


family is retired. 


Mr. Gunes: There would be no objection to 
that. But the fundamental reason for the issu- 
ance of these group policies is to make them within 
the reach of the average man, and handled on a 
payroll deduction basis, so it is easy to make pay- 
ments; if the payments were to be made quarterly 
or semi-annually or annually, there would be more 
of a chance to omit payments. 

We do not intend to commercialize this plan 


in any way, through commissioned agents. All. 


the field work and soliciting, if you call it solicit- 
ing, will be done by salaried men under our own 
supervision, so that we shall have control of them 
at all times, and can direct their activities along 
the lines we feel most advisable. We do not plan 
to use high pressure. It is merely our idea to in- 
form people of. the fact that the plan is available 
and within their reach, through a payroll deduc- 
tion. 

We use a master card for each employer, and 
file it under the town or the industry of the em- 
ployer; then, as additional groups are formed, 
they can come in at any time. In most cases, 
such groups will be on a monthly deduction basis. 


Question: Is this contract cancelable? 


Mr. Gunes: If the subscribers do not continue 
their payments, they are automatically dropped 
from the list. If such a person comes in again, 
he would have issued to him a new certificate, with 
the fifty-cent enrollment fee. We hope to have 
very few cancelations. 


Question: Can the insurance company cancel a 
man’s policy? 

Mr. Gunes: No, we have no reason to cancel. 
We could, I suppose, under the law. 


on: What if they elect to go out of the 
State for their hospitalization? 
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Mr. Gunes: The contract is so drawn that it 
favors New Hampshire hospitalization above all 
others. One gets much better hospitalization in 
New Hampshire than he could get in any other 
State. 


Dr. D. G. Smitu: This covers the anesthesia, 
but does it cover the services of the physician? 


Mr. Gunes: No. We do not pay any doctors” 
fees. We allow ten dollars to the member hospital 
for anesthesia. 


Mr. SmitH: We have attempted all the time 
to keep physicians’ fees out of it, both in the 
x-ray departments and the medical laboratory de- 
partments, as well as anesthesia and everything 
else. We have attempted to make it in accordance 
with the suggestion of the American Medical As- 
sociation. It does not include any physicians’ fees 
of any kind. 


Dr. Sanvers: I move that this matter of group 
hospitalization insurance be referred to the Com- 
mittee on Memorials and Communications. 


This motion was duly seconded. 


Mr. Gunes: May I say just one more word. 

We should like to organize and, through you 
doctors, obtain two members for an advisory board. 
In other words, we should like two members from 
the State Hospital Association, two from the New 
Hampshire Medical Society, and two public- 
spirited men, so that we may get the best plan 
possible and have it work effectively. 


The motion was unanimously carried. 


Speaker Rosinson: The next order of business 
is the report of the Secretary-Treasurer. 
Report of Secretary-Treasurer 


The following report for the year 1937 is here- 
with submitted: 


Membership, December 31, 1937 


Pap 
Rockingham County 47 
Not in county society........ eee 6 
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UNPAID 
Affiliate Members 24 


The total membership on December 31, 1936, was 491. 


FINANCIAL STATEMENT 


Receipts 
January 1, 1937. Balance forward.............. $726.36 
Merrimack County 5.00 
Cancer Commission 22.30 
Net receipts 1937 annual meeting............... 464.95 
Hillsboro County 839.00 
Rockingham County 316.00 
Benevolence Fund (Women’s Auxiliary)......... 40.00 
Members not in county societies................. 36.00 
New England Journal subscriptions............. 9.00 
Cash received at annual meeting................ 7.00 
$4141.11 
Expenditures 

n rnal of Medicine (copies to mem- 

New England Journal of Medicine (full subscrip- 
tions, Drs. Dinerman, Burian and Bogle) sae, 9.00 

New England Journal of Medicine (reprints, Dr. 

New England Journal of Medicine (tabular mat- 
ter, Dr. 
New England Journal of Medicine (transactions) 529.12 
Carleton R. Metcalf (salary).............---.+-. 400.00 
Bridge and Byron (printing).................-. 101.25 
Postage and 85.04 
Cyril J. Fretwell (legislative bills) ERE EN 5.00 
Eagle and Phoenix Hotel (committee lunches)... 80.10 

R. O. Blood, treasurer (part payment on type- 

R. O. Blood, treasurer (telephone and telegraph 
Union-Leader Co. (half-tone cuts, obituaries).... 11.92 

Clifton S. Abbott (Belknap Co. refund, on affiliate 
Commonwealth Fund expenditures.............. 37.97 
The Robbins Company (gold medal)........... 15.24 
Women’s Auxiliary 100.00 
Benevolence Fund 197.00 
Frank J. Sulloway (retaining fee)............... 100.00 
Dr. George C. Wilkins (Cancer Committee) ..... 50.00 
Dr. Burrill B. Crohn (expenses, annual meeting) 21.90 

Dr. J. Dellinger Barney (expenses, annual meet- 

Dr. Warren T. Vaughan (expenses, annual meet- 

Dr. Anton J. Carlson (expenses, annual meet- 
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Dr. Ralph E. McDonnell (expenses, annual meet- 

Dr. Clyde L. Deming (expenses, annual meeting) 14.00 
Dr. E. Ross Mintz (expenses, annual meeting).. 10.00 
Dr. Warren H. Butterfield (dues collected at an- 

Dr. Wendell P. Clare (dues collected at annual 

Dr. Henry C. Sanders, Jr. (dues collected at an- 

Dr. Deering G. Smith (dues collected at annual 

Dr. Frederick P. Scribner (toll calls at annual 

Madeline A. May (stenographer, annual meeting) 249.54 
Dr. Deering G. Smith (delegate, A. M. A.)...... 75.65 
Dr. Robert N. Jones (county dues)............. 4.00 
Dr. Warren H. Butterfield (county dues)....... 2.00 
Dr. John J. Brosnahan (county dues)............ 2.00 
Dr. Leslie K. Sycamore (county dues)........... 1.50 
Dr. Deering G. Smith (county dues)............ 1.00 
Dr. Henry C. Sanders (to replace check No. 758 

$3114.97 

1937 dues deposited 1/14/38.................... 84.00 
$3198.97 

January 1, 1938. Balance in check book......... 942.14 
$4141.11 


The society is in good financial condition with all debts 
paid and a balance of nearly a $1000 in the bank. The 
Benevolence Fund on December 31, 1937, amounted to 
$1701.24.- During the past year we received from the 
Women’s Auxiliaries $40.00 for this fund. 

No officers of the society have died during the past year. 
Among the members whom we lost was Dr. Mary S. 
Danforth, of Manchester, said to be the oldest woman 
physician in New England. Dr. Danforth received the 
fifty-year medal from this society in 1928. 


For the two appointive offices which lie within the 
province of your president, Dr. Ladd chose these men: for 
anniversary chairman, Chester F. McGill, of Portsmouth, 
and for member of the New England Medical Council, 
Harry O. Chesley, of Dover. 


I can report as follows concerning the recommenda- 
tions which were made by the House of Delegates last 
year: 

1. The so-called Vermont plan of malpractice insur- 
ance was studied by a subcommittee of the Advisory 
Committee on Jurisprudence; this subcommittee feels 
that it is inexpedient to adopt the Vermont plan at the 
present time. 

2. A check for one hundred dollars was sent to Mr. 
Frank J. Sulloway in return for his work with the Advi- 
sory Committee on Jurisprudence and for the free con- 
sultation that he has made available to every member of 
the society. From the wording of the resolution con- 
cerning this fee at last year’s meeting of the House of 
Delegates, I assume that a similar sum should be sent 
to Mr. Sulloway annually until further notice. 

3. Your secretary sent to the Surgeon General of the 
Public Health Service a letter expressing the desire of 
this society to co-operate in the attempt to eliminate 
venereal diseases; the Committee on Public Relations of- 
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fered its services to the State Board of Health for this same 
purpose. 

4. The Committee on Mental and Social Hygiene has 
been asked to render a report at this time in regard to 
simpler methods of procedure for the sterilization of men- 
tally deficient persons. This same committee has been 
asked to report also on the desirability of changing the 
method of commitment to the New Hampshire State 
Hospital. 

5. Your secretary brought to the attention of the sev- 
eral county secretaries a recommendation that the Presi- 
dent of the Society be asked to visit each county society 
and a further recommendation that it might be desirable 
to make the county secretaries members of the House of 
Delegates. Because of these two recommendations, the 
President of the Society has had numerous invitations 
and we now have in the House of Delegates seven of the 
ten county secretaries. 


6. ‘The chairman of the Committee on Medical Edu- 
cation and Hospitals was asked to prepare a revised list 
of the Speakers’ Bureau and to furnish copies of this list 
to the several county secretaries. 


7. Two important bills which received the approval 
of this House of Delegates were passed at the most re- 
cent session of the State Legislature. The first bill requires 
the presentation of a negative blood test for syphilis be- 
fore the issuance of a marriage license. This bill takes 
effect on October 1, 1938. The second bill requires that 
all physicians establishing practice in New Hampshire 
shall have at least one year’s internship approved by the 
Board of Registration in Medicine. A third important 
bill, which was passed but which did not come officially 
before this House of Delegates, requires that a suit for 
malpractice must now be brought within two years of the 
alleged offense. 

8. The State Board of Health was notified that this 
society believed that approval should not be given to lying- 
in hospitals unless they met certain requirements enu- 
merated by the Committee on Maternity and Infancy. 

9. The State Board of Health was further advised that 
the House of Delegates approved the pneumonia pro- 
gram which is in effect in Massachusetts and hoped that 
a similar program could be inaugurated in New Hamp- 
shire. This step has now been taken. Free pneumonia 
serum is available for persons afflicted with this disease 
and arrangements are being made to provide the necessary 
laboratory facilities in various parts of the State. A short 
reel, illustrating the use of pneumonia serum, has been 
shown in moving-picture houses. 


10. The question of group hospitalization was referred 
to the Hospital Superintendents’ Club. 


The work of some of our more important committees 
deserves mention. 

The Publication Committee has again had its troubles. 
Addresses at the annual meeting which are given extem- 
poraneously are not suitable for the New England Journal 
of Medicine, and it is often difficult to get the speaker to 
write his address in simplified language. The net result 
is that two addresses which were given at our meeting in 
1937 did not appear in the Transactions. The column 
“Miscellany” which for two or three years has been 
printed in the New England Journal of Medicine is now 
being edited, not by your secretary, but by Dr. Fred E. 
Clow, of Wolfeboro. You have no doubt noticed the 
improvement. 

The Advisory Committee on Jurisprudence has held 
three or four meetings this year. All prospective or ac- 
tual suits against members who are insured in the Hart- 
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ford Accident and Indemnity Company are now referred 
directly and immediately to Mr. Sulloway. Such suits 
are being handled expeditiously and are being reviewed 
promptly by the committee; in fact there are no suits now 
pending which the committee has not considered. The 
number of suits has decreased. It is possible that the 
Hartford Company will be able to offer a lower premium 
rate. 

An attempt was made this year to hold a meeting of 
the New England Medical Council to consider the pres- 
ent social trend of medical practice. Massachusetts gave 
a lukewarm approval of such a meeting, but all the 
other New England States refused to attend. It seems 
to me an idle gesture for us to appoint annually a group 
of men for a council which presumably will never meet. 

When the appointment of a Committee on Medical 
Economics was considered a few years ago, Dr. Henry 
O. Smith, of Hudson, said that such a committee was un- 
necessary and that its function could be performed better 
by the Committee on Public Relations. At that time I de- 
murred but believe now that Dr. Smith was right. The 
Committee on Medical Economics is not and cannot be in 
sufficiently close touch with the Secretary and the Com- 
mittee on Public Relations to co-operate successfully. If 
it is not going to hurt someone’s feelings I recommend 
that the Committee on Medical Economics be discon- 
tinued. 

In a few instances during the past year I have been 
distressed by the medical testimony in tort cases because 
it has been palpably inaccurate. A few years ago a doctor 
from a neighboring state came to New Hampshire to give 
inaccurate testimony of this sort. I reported the matter 
to the Committee on Ethics of the medical society in this 
neighboring state and this committee issued the following 
decision about the offending doctor: “His testimony is 
unethical, unprofessional, prejudiced and discourteous, and 
does not state facts as they are. It is an attempt of one 
trying to give expert testimony who is not qualified to 
do so, and it must appear that it was given simply for 
a fee, rather than from a sense of duty, against one of 
our profession in trouble.” These words are harsh but 
the offending doctor has not again given testimony against 
one of his fellow practitioners. 

I do not know whether we ought to have a Committee 
on Ethics in New Hampshire, but I do believe that a 
hard-boiled critic would increase the accuracy of some 
of the medical testimony that is heard in court. 

Meanwhile, the attempted socialization of medicine 
goes on apace. Verily, we are headed for the government 
ownership of medicine in a hack. 


CaRLETON R. METCALF. 


SPEAKER Rosinson: Dr. Messinger, are you 
ready with your report on the Secretary- 
Treasurer’s report? 


Dr. Messincer: The Committee on Officers’ Re- 
ports wishes to thank the various officers and chair- 
men of committees for the promptness of their re- 
ports, and the concise manner of their presenta- 
tions. | 

We recommend the acceptance of these reports 
and their incorporation in the transactions of this 
society. 

I move that that portion of the report of the 
Committee on Officers’ Reports be accepted. 


This motion was seconded and was carried. 
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Dr. Messincer: This Committee recommends 
that Frank J. Sulloway be sent a check for one 
hundred dollars each year, until further notice. I 


sO move. 
This motion was seconded and was carried. 


Dr. Messincer: The Committee on Officers’ 
Reports recommends that the Committee on Men- 
tal and Social Hygiene be asked to study the 
methods of procedure for sterilization of the men- 
tally deficient persons with simplification of the 
procedure in mind. A consultation with Frank J. 
Sulloway on the legal aspects of this procedure 
would be well worth while. 

In view of the present medical and economic 
unrest, the committee recommends the continu- 
ance of the Committee on Medical Economics. 

I move that this portion of the Committee on 
Officers’ Reports be accepted. 


This motion was seconded and was carried. 


Dr. Messincer: This Committee believes that no 
Committee on Ethics is necessary, but that un- 
ethical practices should be brought to the attention 
of councilors. 

Dr. D. G. SmrrH: I move that that portion of 
the Committee on Officers’ Reports be accepted. 


This motion was seconded and was carried. 


Speaker Rosinson: The next order of business 
is the councilor’s report for Sullivan County. 


Councilor’s Report for Sullivan County 


The Sullivan County Medical Society has enjoyed its 
usual healthy condition during the past year. The mem- 
bership for 1937 was 100 per cent and the interest en- 
thusiastic. 

The annual meeting, which was held in Claremont on 
November 18, was the only meeting during the year. 
However, this was unusual in scope as it took place on 
the same day as the annual round-up of the Claremont 
Diagnostic Cancer Clinic and at the morning session we 
had a review of many of the cases seen during the year. 

Pathologists from the State Laboratory were present to 
do frozen sections on biopsies taken from suspicious cases, 
thus correlating the clinical examination with the patho- 
logical findings. We were favored by the presence of 
Samuel T. Ladd, of Portsmouth, president of the New 
Hampshire Medical Society. 

Luncheon was served at the Claremont Hospital. The 
afternoon program consisted of a very interesting talk on 
brain surgery by Elliott C. Cutler, chief surgeon of the 
Peter Bent Brigham Hospital, of Boston. 

Immediately after the scientific paper, there was an in- 
formal debate on medical economics, built around the 
activities of the “Committee of 430,” between Dr. Cut- 
ler on the one side and President Ladd on the other. 
This was hot. Possibly the real issues which made the 
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discussion a draw were 6:00 p. m. and a telegram from 
Boston for Dr. Cutler to hurry back to a case. At any 
rate, I think the decision of the Sullivan County Medical 
Society is that we are not quite ready for state medicine. 

There were a large number of visiting doctors present 
from outside the county, including some from Massa- 
chusetts and Vermont. We all had a wonderful day and 
are deeply indebted to Dr. Cutler, Dr. Ladd and Dr. 
Kingsford for their share in the program. 


Emery M. Fitcn, Councilor. 


SPEAKER Rosinson: The report will be turned 
over to the Committee on Officers’ Reports for its 
consideration. Are there any other councilors’ re- 
ports that anyone has at this time? If not, we 
will go on to the reports of standing committees. 


Report of Committee on Control of Cancer 


The chief activity of your committee during the past 
year has been the preparation and distribution of three 
letters to the medical profession in New Hampshire. These 
letters describe briefly important phases of some aspects 
of cancer control. 

The first one, issued in December, 1937, was entitled 
“Cancer of the Uterus.” The second one, issued in Feb- 
ruary, 1938, covered the subject of “The Proper Handling 
of Biopsies,” and the third one, issued in March, 1938, sug- 
gested methods by which the presence of cancer could 
be detected during routine physical examinations. 

The committee feels that these rules laid down to guide 
the physician in the examination of a patient for the 
detection of possible cancer are extremely important. 

At the request of physicians interested in cancer edu- 
cation, the committee has sent copies of present and past 
letters, together with the handbook The Early Signs and 
Symptoms of Cancer to New York, Georgia, Connecticut 
and Vermont. 

The committee stands ready at all times to co-operate 
with the New Hampshire Cancer Commission, with its 
cancer clinics, and with the hospitals of the State and 
with the American Society for the Control of Cancer. 
The activities of the Women’s Field Army, sponsored 
by the American Society for the Control of Cancer, re- 
ceive our heartiest support. | 

New Hampshire was chosen as the first state to be 
organized early in 1937, and this year there are forty- 
five states actively engaged in this campaign for mem- 
bership during the month of April. Last year many 
members of the New Hampshire Medical Society assisted 
this activity by speaking on cancer to seventy-three groups 
in the State. 

Cancer is our second cause of death in the country, 
and New Hampshire has the highest cancer mortality 
rate in the United States. Every physician should feel 
his responsibility toward controlling this disease by edu- 
cating his friends and patients in the knowledge that 
cancer is a curable disease, but that its curability depends 
upon early recognition and early treatment. 

By. means of talks given by physicians, by a changed 
attitude of the public in its relation to the discussion 
of cancer, and by the distribution of large amounts of 
informative literature to most of the homes in the State, 
the citizens of the State are acquiring a much-needed edu- 
cation regarding cancer and its control. 

It behooves every physician to keep himself well in- 
formed of the fundamental principles of cancer diagnosis 
in order that he may detect the signs that might indicate 
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the presence of cancer. It should always be borne in mind 
that the fate of the cancer patient rests with the physician 
who is first consulted. 

From information obtained from the personnel of the 
State Cancer Clinics, there still appears to be an unfortunate 
lack of appreciation on the part of some physicians of 
the serious implication of certain sores in the mouth, rec- 
tal bleeding, hematuria, and flowing between periods and 
after the menopause. 

Your committee has expended, due to the increased 
mailing costs demanded by the larger membership, the 
entire amount appropriated for its use. We ask for an 
appropriation of sixty dollars for the ensuing year. 


Georce C. Wirkins, Chairman, 
Howarp N. KincsForp, 
GeorcE F, Dwine tt, Secretary. 


SPEAKER Rosinson: This report has already 
been considered by the Committee on Officers’ 
Reports. 


Dr. Messincer: The Committee on Officers’ 
Reports heartily approves of the pamphlets dis- 
tributed. 

We recommend the appropriation of sixty dol- 
lars for this committee’s work. 

I move that this portion of the report be ac- 
cepted. 


This motion was seconded and was carried. 


Report of Committee on Medical Economics 


In regard to an unofficial fee schedule for workmen’s 
compensation cases, your committee has made an in- 
vestigation as asked by the House of Delegates. It finds 
that there seems to be a varying amount of interest in 
such schedules by insurance companies. Some companies 
say that they manage satisfactorily without such lists; others 
believe they would find them of value as an indication 
to the physician of a reasonable charge for his services. 

In respect to hospitalization insurance, the House will 
recall that three years ago this matter was placed in the 
hands of the Hospital Superintendents’ Club. It is learned 
from this group that the subject is of real interest to that 
body and that it would like to see such a system set up. 

The rural nature of this state, the lack of many large 
industrial centers, the great amount of present and past 
unemployment, the differences found in various districts, 
all make it extremely difficult to find a system which 
would fit the entire state, while small regions present the 
difficulty of possessing groups too small to be suitable for 
such insurance with financial safety in cases of epidemic 
or widespread sickness. The possibility of joining an al- 
ready existing group for such insurance in another state 
and that of taking out such insurance in a commercial 
company — and these are rapidly coming into being — may 
prove more practicable in achieving hospitalization insur- 


ance. 

Shall the Committee on Medical Economics be contin- 
ued? This is a matter naturally for the House of Dele- 
gates to settle. It might not be amiss for this committee 
to make some comments on the subject, after three years 
of existence. The large questions concerning socializa- 
tion of medicine the committee has not officially consid- 
ered. This is due in part to the magnitude and difficulties 
of this fundamental subject, and a hesitation to embark 
upon this line when differences throughout the country 


MEDICAL SOCIETY 1061 


among members of our own profession are so profound 
and involve so much heat, and in part to the field to be 
covered by this committee. 

The question of jurisdiction was brought up at the time 
this committee was created and was never settled by the 
House. It is a logical assumption that this task should 
belong to the Committee on Public Relations. Among 
its membership of five, it includes the three outstanding 
elected officers of the Society —the President, the Vice- 
President and the Secretary-Treasurer, as ex-officio mem- 
bers. It might well seem that to that committee would 
belong a question of so much importance to this society, 
rather than to the Committee on Medical Economics. If 
so, there would seem to be little reason for continuing 
the latter committee longer. 

Another solution would be to make the Committee 
on Medical Economics an adjunct to the Committee on 
Public Relations, and the latter might call upon the former 
for special study and advice, if and when desired. 

If the Committee on Medical Economics is to be con- 
tinued, it would seem advisable that the field of this 
committee should be more definitely stated. I might add 
that the members of this present committee are not in 
agreement in this respect. 

Timothy F. Rock, 
Leste K. Sycamore, 
Freperic P. Lorp, Chairman. 


Report of Committee on Medical Education and 
Hospitals 


The activities of this committee during the past year 
have been concerned with the continuation of the program 
of the Commonwealth Fund relative to postgraduate stud- 

_ies, with further increase in the Speakers’ Bureau, and 
with consideration of the question of the necessity or 
desirability of promoting a basic science law in this state. 


Commonwealth Fund Fellowships. The purpose of the 
Commonwealth Fund fellowships has been explained in 
previous reports. The same offer is continued this year 
by the Commonwealth Fund, and on January 31, 1938, 
an announcement was sent out to the members of the 
Society along with a letter from Dr. Ladd, our president. 
To date we have received eighteen requests for application 
forms, which are filled out by the applicant himself and 
mailed by him to the office of the Commonwealth Fund 
in New York City. At this time last year there were 
twenty-two requests for applications. 

We have discussed with the officials of the Common- 
wealth Fund the fact that the percentage eligible in this 
state is rendered too low by virtue of their primary re- 
quirements, which are: (1) that the applicant be estab- 
lished in practice in his locality for not less than five years; 
(2) that he be not over forty years of age; (3) that he be 
in practice in a community of less than 10,000 population. 
As we have reported before, the percentage of men in this 
state who could qualify is very small. 


The fellowship awards made in 1937 were as follows: 


Phillips, Arthur F., Bristol — Medicine 

Turley, Raymond J., Meredith — Medicine 
Jacques, Laura G., Tilton — Medicine 

Eastman, Cyrus D., Monroe — Medicine 

Hazen, Harris B., Lebanon — Medicine 

Huse, Ernest L., Meriden— Medicine _ 
Reische, Merrill G., Meredith — Medicine | 
Copenhaver, Leslie B., North Woodstock — Medi- 


cine 
Churchill, Kenneth, Lebanon — Medicine 
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Doyle, Peter J., Dover — Obstetrics 

Eckels, John C., Lisbon — Obstetrics 

Levine, Harold D., Bristol — Obstetrics 

Beattie, Barbara, Littleton — Pediatrics 

Johnston, Albert C., Gorham — Roentgenology 
(3 months). 


It is interesting to note that during the past year there 
has been increased activity on the part of the Federal 
Government in the field of postgraduate medical instruc- 
tion. Possibly an offspring of the same movement is the 
appointment of a full-time man by the American Medical 
Association to co-operate, in an advisory capacity, with 
the state societies relative to the program of graduate 
instruction. 


Speakers’ Bureau. At the time of the circularizing of 
the membership of the Society in January, in connection 
with the Commonwealth Fund fellowships, requests were 
included for amplification of the listing of the Speakers’ 
Bureau. Fourteen names were added at this time, and 
the list has been placed in the hands of the’ secretary of 
each county society. It is difficult to obtain information 
as to how extensively this listing is used in obtaining 
speakers for county meetings. 


The Basic Science Law. At the meeting of the House 
of Delegates in May, 1937, it was voted to ask the Com- 
mittee on Education and Hospitals to consider the neces- 
sity and desirability of promoting a basic science law in 
this state, and to report on this matter at the annual 
meeting of the House of Delegates in 1938. 


For information and material on this question, your 
committee has contacted the American Medical Associa- 
tion and the Minnesota State Board of Medical Examiners. 
The latter state has been one of the pioneers in the field 
of the basic science law. 


In general the basic science law has been adopted as a 
public-health measure aimed at the elimination of the 
poorly trained and equipped individual of whatever school 
of practice. Its administration is under the control of a 
separate board which conducts examinations in the basic 
medical sciences, and whose certification is necessary for 
eligibility for examination for a license to practice. 

It has, therefore, resulted in the existence of two state 
boards and of two fees to be paid by the applicant. This 
has resulted in some difficulty and some ill-feeling in the 
field of interstate reciprocity, because the only exemption 
from the Basic Science Board examinations, where non- 
existent in the other state, is provided by the certificate 
as a diplomate of the National Board. 


A further difficulty lies in the fact that with the intro- 
duction of a Basic Science Board, there has resulted usually 
a board of mixed membership consisting of medical men, 
representatives of osteopaths, chiropractors, and so forth. 

It is the feeling of your committee that the question 
is not subject to definite recommendation at this time and 
that it be considered further by this Committee in co- 
operation with the Committee on Public Relations and 
the State Board of Medical Examiners. 

It is our belief at this time that the introduction of 
the basic science law in New Hampshire would add lit- 
tle to the control by the State Board of Medical Examin- 
ers and that it would probably lead to more difficulty 
than it would alleviate. 

In connection with this study, it has been made rather 
apparent that one of the real needs of the State of New 
Hampshire is an annual registration law which would 
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considerably reinforce the controlling powers of the State 
Board of Medical Examiners. 


Joun P. Bower, Chairman, 
James W. JAMESON, 
Harris E. Powers. 


Dr. Messtncer: The Committee on Officers’ 
Reports is glad to note the increasing number of 
men taking advantage of the Commonwealth 
Fund fellowships. 

We note that the Speakers’ Bureau list has been 
revised, and we hope that the county societies will 
make more use of it. 

We agree with the opinion that‘ the basic sci- 
ence law is not feasible for this society at the 
present time and that it be held for further con- 
sideration. 

This Committee recommends that the Committee 
on Medical Education and Hospitals confer with 
the State Board, concerning the annual regis- 
tration of physicians, with the passage of such a 
law in view. 


Dr. Messincer: I move the adoption of this 
portion of the report. 


This motion was seconded. 


Dr. Watck: What would be the fee for the 
annual registration? 


SPEAKER Rosinson: It would be two dollars, I 
believe. 


Dr. Dupe: Why does the Board need to have 
more accurate knowledge of who is practicing by 
registration? Of what benefit is it going to be 
to them? 


Dr. D. G. Smiru: I think it would be valuable 
to know whether doctors are located in the State, 
thereby bringing the mailing list up to date. 


SecreTARY Mercatr: Is this annual registration 
vital enough to pay for the bother and expense of 
it? 

Dr. Duse: Does not the Board have a record of 
all the licensed physicians and of all the licenses 
granted, whether by reciprocity or examination? 


Dr. D. G. SmitH: Yes. 


SPEAKER Rosinson: The question is still open 
for discussion. The motion before the House is 
on the adoption of this part of the report of the 
Committee on Officers’ Reports. Are you ready for 
the question? 


There was an overwhelming “no” vote, and the 
motion was lost. 
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Dr. Messincer: ‘Then I move that the first 
three paragraphs of our report be accepted. 


This motion was seconded and was carried. 


Report of Committee on Maternity and Infancy 


During the year that has elapsed since the last meeting 
of the Society, this committee has held seven meetings. 
At these meetings we have made a study of all the in- 
formation which the committee has been able to obtain 
on each individual maternal death. The material used 
consisted of a copy of the death certificate, answers to 
questionnaires sent to physicians and in many cases in- 
formation obtained by the State Board of Health and by 
contacting the physicians in charge of the cases and, 
wherever possible, by checking the hospital records. 

In all cases the patient has been known to the commit- 
tee only by number, the committee not knowing the loca- 
tion, the hospital or the physician in charge. 

In 1930, the infant mortality was 61 per 1000 live births; 
in 1936 it was 47. In 1930, twenty-three states had a 
higher infant mortality than New Hampshire and 26 had 
a lower. In 1936, thirty-nine states had a higher infant 
mortality, seven lower and three the same. In 1936, the 
infant mortality rates ranged from 115 in New Mexico to 
42 in Connecticut; New Hampshire was in the upper ten 
for low infant mortality. ‘ 

In 1930, maternal mortality per 1000 live births was 
6.2; in 1935 it was 6.1; and in 1936, 4.8. In 1930, twenty- 
six states had a higher maternal mortality than New 
Hampshire, and in 1935 there were nineteen states. 

The number of maternal deaths in 1935 was 46; in 
1937 it was 32. 

The neonatal mortality (deaths under two weeks) in 
1930 was 37.3 per 1000 live births, and in 1935 it was 35.3. 

In the causes of maternal death in 1937, the greatest 
number were due to: (1) toxemia of pregnancy; (2) em- 
bolism; and (3) postpartum hemorrhage. 

A study of stillbirths, which was made almost entirely 
from death certificates and answers to a questionnaire, 
showed that there were 181 stillbirths reported. Question- 
naires were sent to 181 and answers were received from all 
but 14. The leading causes of death in this list were: 
(1) deformity; (2) prematurity; (3) asphyxia; and (4) 
toxemia of pregnancy. 

During the last session of the Legislature, at the recom- 
mendation of the committee, the Medical Practice Act 
was amended to require “an internship of not less than 
twelve months.” We have an agreement with the Board 
of Registration in Medicine that in the case of all physi- 
cians who may practice obstetrics the internship must 
include a reasonable amount of obstetric training. 

Under the Social Security Act, much larger appropria- 
tions have been made available for maternity and infancy 
work. There has recently been proposed by Dr. Under- 
wood, of Mississippi, an amendment to Title 5, Part I, of 
the Social Security Act to provide additional sums to 
carry out maternity and infancy work — during the year 
of 1939, $3,000,000; 1940, $8,000,000; 1941, $12,000,000; 
1942, $16,000,000; 1943, $20,000,000. 

At the meeting of the committee held on March 23, 
1938, it made the following recommendation which was 
transmitted to the State Board of Health: 

That it is the opinion of the committee that as large 
appropriations as apparently contemplated will tend to 
unbalance plans of county and state departments of 
health by overemphasizing a single phase of public- 
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health work, and that the use of such large appropria- 

tions to be allocated by a federal bureau will tend to 

produce public sentiment in favor of state-controlled 
medical practice. 

There has been much improvement in the lying-in 
hospitals and homes, especially the latter, since our last 
report. Following the transfer, as recommended by your 
committee of the licensing of obstetric departments of 
hospitals and maternity homes to the Department of 
Health, definite requirements were drawn up as minimum 
standards required for licensing, and several places that 
did not meet the requirements from the point of view 
of medical care or fire hazard have been eliminated. 

Statistics show that each year more than 14,000 women 
in the United States die from causes connected with 
childbirth, leaving at least 35,000 children motherless, that 
more than 75,000 infants are stillborn and that about 
69,000 die during the first month of life. 

In addition to this list of deaths, morbidity, both imme- 
diate and more or less permanent, claims an uncounted 
number of mothers. During the last twenty-two years, 
statistics show that there has been little reduction in ma- 
ternal mortality. However, the death rate from toxemia 
has tended to decline. The mortality rate from septicemias 
and hemorrhage shows very little reduction. 

In studying the maternal deaths this year, the committee 
has attempted to divide them into three groups; first, 
those in which the patient was at fault; secondly, those in 
which more efficient medical treatment was needed; third- 
ly, unavoidable deaths. 

The committee wishes again to call your attention to 
previous recommendation that obstetric cases be cared 
for in separate departments and delivered in rooms used 
only for that purpose and that special rooms be provided 
for the isolation of all infected cases. That caps, masks © 
and sterile gloves and gowns be worn at all deliveries and 
that, in the case of hospitals, special apparatus for resusci- 
tation and combating hemorrhage be available; that the 
ammoniated-mercury treatment, previously recommended 
by this committee, or other preventive treatment be used 
to prevent impetigo; that cesarean sections be elective 
only and preferably that consultations be held on all 
cases before operation; that high and midforceps be elimi- 
nated so far as possible and that forceps be used only on 
cases when the head is on the perineum. Vaginal exam- 
inations during delivery should be replaced by rectal ex- 
aminations. 

We note in studying the histories of 32 cases this year 
that autopsies were performed on only 5 and that these 
cases were not obscure. 

In conclusion, the committee wishes to recommend the 
taking of Wassermann tests on all mothers as soon as they 
come under treatment. Because of the inaccuracy of cord 
Wassermann tests done on blood from the cord, it be- 
lieves that such tests should be discontinued. 

We believe that it is possible to reduce materially the 
number of maternal deaths in New Hampshire, especially 
in the two largest groups — toxemias and surgical obstet- 
rics. 

We further believe that obstetrics is sufficiently impor- 
tant so that men who are not qualified, either by training, 
undergraduate or postgraduate, or who are not equipped 
to handle obstetrical emergencies, either themselves or 
with a consultant near at hand, should refer such cases 
to a trained obstetrician, 

Rosert O. Bioop, 

BENJAMIN P. Burpee, 

Cuester F, 


1064 THE NEW ENGLAND JOURNAL OF MEDICINE 


Dr. Messincer: We commend the meticulous 
work of this committee. We agree that maternal 
mortality should be reduced, if possible, and 
that the proper method of so doing is to give pub- 
licity among physicians. 

I move the adoption of the report. 


This motion was seconded and was carried. 


Report of Committee on Mental and Social Dis- 


eases 


No elaboration of the mental hygiene program for the 
State has been made in the past year, chiefly due to the 
lack of funds. The State Hospital still maintains outpa- 
tient clinics in Manchester, Nashua and Concord. 

The Laconia State School has completed a well-designed 
hospital building for the care of its helpless and more or 
less crippled children. 

The House of Delegates last year passed a resolution 
referring to this committee the matter of improving the 
commitment laws of this state. Your committee believes 
the present commitment laws are very satisfactory, with 
one exception, provided the requirements of the law are 
fully carried out. The exception is that the act passed in 
1935, relative to commitment to the State Hospital, does 
not give the power of commitment to county commis- 
sioners, and there is no reason why they should not have 
the same power as selectmen. ; 

In the field of social hygiene the State Board of Health 
and United States Public Health Service have won a good 
fight passing the law requiring blood tests on those con- 
templating marriage. 

The control of venereal disease is carried on by the 
State Board of Health, as in the past, by lectures and the 
distribution of literature, free to the public, and through 
treatment rendered by clinics maintained by the Board in 
five cities of the State,— Berlin, Dover, Concord, Man- 
chester and Nashua,—where free treatment may be 
secured. 

Through federal aid, free drugs for the treatment of 
syphilis are furnished to all physicians asking for them 
and reporting cases as required by the State Board of 
Health. 

Through the better co-operation of the physicians, a 
great improvement has been noted in the reporting of 
cases by physicians of the State during the past year. 


Cuartes H. Do ttorr, 
BENJAMIN W. Baker, 
Cuarces A. WEAVER. 


Dr. MeEssincER: The Committee on Officers’ Re- 
ports approves the recommendation that county 
commissioners be allowed the same power of com- 
mitment as selectmen, and that this matter be re- 
ferred to the Committee on Public Relations. 

I move the adoption of the report. 


This motion was seconded and was carried. 


Report of Committee on Tuberculosis 


The past and present of the tuberculosis control program 
in our state and nation is known to you. 


Since the beginning of the century, tuberculosis has 
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declined from the leading cause of death to the sixth place 
in the nation and to the seventh in New Hampshire. 
This remarkable result has been brought about through 
the united efforts of the people and the medicai profes- 
sion. 

What is to be the future of the tuberculosis control pro- 
gram in our state and nation? Has the phenomenal 
reduction in the death rate reached its irreducible mini- 
mum? Will the medical profession and the people of the 
State continue their active interest and support of the 
campaign against tuberculosis? 

Let us answer the last question first. As to the medical 
profession, the answer is apparent in the organization 
of tuberculosis committees by many medical societies (in 
the New Hampshire Medical Society since 1914), the 
increasing number of professional studies, the increasing 
activity of the profession in examining contacts, the more 
frequent use of the chest x-ray for diagnosis and in secur- 
ing necessary clinical and sanatorium facilities. 

As to the people, the answer is also clearly apparent 
in their increasing grasp of the fundamentals of the known 
knowledge of the means of transmission, of prevention 
and of cure of the disease; their ready participation in 
activities for discovery of the disease (98 per cent of the 
children in a recent high-school tuberculin-test demonstra- 
tion securing consents of parents for the tests); increasing 
willingness of patients to enter the sanatoriums; the in- 
creasing financial support given by the people to the sana- 
toriums for additional beds and to tuberculosis associations 
to expand their educational and case-finding services. 
The profession and the public want more good tubercu- 
losis work, more early diagnosis, more prevention, more 
cures and further reductions in tuberculosis death rates. 

Since 1920 the tuberculosis death rate in New Hamp- 
shire has been reduced from 97 to 33 per 100,000 popula- 
tion. Have we reached the irreducible minimum? There 
was no reduction in the death rate in 1935. In 1936 there 
was an increase of 2 deaths over the total for the preceding 


However, we do not believe that we have reached the 
irreducible minimum in the tuberculosis death rate in 
New Hampshire. With more and more of the “spreaders” 
of the disease being constantly searched out, the foci of 
infection are being controlled, and consequently, decreas- 
ing numbers of people are becoming infected. With in- 
creasing effectiveness of sanatorium treatment, more pa- 
tients are being cured. Through the prompt examination 
of contacts by means of the tuberculin test and chest x-rays 
of positive reactors, we can detect early manifestations 
of the disease and bring about a cure, thus preventing 
future “spreaders.” We can look forward with confidence 
to halving the present tuberculosis death rate within the 
next ten years. 

Through the assistance of the New Hampshire Medical 
Society there has been an increase in the number of sana- 
torium beds. The long waiting lists of the past have been 
absorbed. 


The use of chest surgery at the two sanatoriums is 
increasing with encouraging results. Last year your com- 
mittee offered to assist in the interpretation of chest films. 
The service has developed into a sizable responsibility, 
and several hundreds of films have been forwarded for 
interpretations during the past year. Again, your com- 
mittee would urge still greater use of the x-ray of the 
chest, particularly for persons complaining of lassitude, 
loss of weight or hemorrhage. Many will show marked 
but curable tuberculosis, which on physical examination 
will present little or no evidence of the disease. 

X-rays of the chest should be taken particularly in young 
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adults, for the disease is most prevalent in the twenty- to 
twenty-nine-year-old age group. This is already being done 
in the colleges and universities. However, the incidence 
of tuberculosis is relatively low in the college and profes- 
sional groups but high among unskilled workers. 

The New Hampshire Tuberculosis Association has 
been aided materially in its chest diagnostic service for 
this class of people through the participation of the hospi- 
tals of the State in providing x-rays of the chest for clinic 
cases at a nominal fee. 

Your committee suggests that when members of the 
Society send in chest films to the New Hampshire State 
Sanatorium or to the New Hampshire Tuberculosis As- 
sociation for interpretation that they enclose a brief his- 
tory of the case. 

May we also urge upon the members of the New Hamp- 
shire Medical Society the vital importance of repeated 
sputum examinations for tubercle bacilli. It is only too 
true that physicians and patients are sometimes lulled into 
a sense of false security, patients are told that they have 
no tuberculosis following only one sputum examination 
which happens to be negative. 

Just at the present time the State Tuberculosis Asso- 
ciation, in collaboration with Dr. A. L. Winograd, of 
Nashua, is carrying out a study relative to the reliability 
of the Lederle patch test —tuberculin on adhesive tape 
applied to bare skin—as compared with the purified- 
protein derivative tuberculin test, intracutaneous. Already 
878 children have been given both tests simultaneously. It 
it planned to carry on the study to a total of approximately 
2000 children this spring. If the Lederle patch test proves 
to be as reliable as the intracutaneous test (Mantoux), it 
offers an effective means in private practice of sifting out 
those persons with tuberculous infection easily and eco- 
nomically, for as few as one patch test may be purchased 
at a time. 

Rosert B. Kerr, 
Rosert M. Demina, 
Joun D. Sprine. 


Dr. Messincer: The Committee on Officers’ 
Reports wishes to commend the Committee on 
Tuberculosis for its continued fine work to reduce 
the death rate from tuberculosis. 


The service extended gratuitously by the com- 
mittee to general practitioners for reading x-ray 
films is an excellent service. 


If the study being made at the present time 
of the Lederle patch test proves reliable, we hope 
that the committee will publish its results so that 
» all members of the Society may become acquainted 
with them. 


I move the adoption of that portion of the’ re- 
port. 


This motion was seconded and was carried. 


Report of Committee on Child Health 


The committee has little new to report for the past year. 
We would again recommend a series of lecture courses 
in pediatrics, under the joint auspices of the Society and 
the State Board of Health, comparable to the series in 
obstetrics recently held. 
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We again favor having free diphtheria toxoid and smalil- 
pox vaccine available to doctors for use in needy cases. 
This should encourage such immunizations in doctors’ 
offices and reduce the necessity for free clinics. 

There has recently come to our attention a brief sum- 
mary of immunization procedures which we hope can be 
distributed to the members of the Society. Recent sig- 
nificant changes in preferred methods make such a pam- 
phlet of considerable value. 

The committee is interested in the problems of deter- 
mining the number of crippled children in the State. 
The Board of Health needs this information in connection 
with plans to aid needy members of this group. When 
it can be determined exactly what the term “crippled child” 
includes, for the purposes of this work, the aid of the 
members of the Society may be requested to complete 
a register of such children. The committee feels that the 
Board of Health should have the full co-operation of the 
Society in this matter. 

Travis P. Burroucus, 
FRANKLIN Rocers, 
Corin C. Stewart, Jr., Chairman. 


Dr. Messincer: The Committee on Officers’ 
Reports agrees with the report of the Committee 
on Child Health that more education in this field 
is needed. However, we do not believe that the 
physicians would attend a series of lectures. If 
each county society would have one lecture by 
some outstanding pediatrician, more physicians 
would attend. 


We now move the appropriation of fifty dollars 
for pamphlets to be sent to all physicians regard- 
ing immunization procedures. 

This motion was seconded and was carried. 


Report of Delegate to the American Medical As- 
sociation 


The Atlantic City session of 1937 was even better and 
more largely attended than the 1935 session. Nearly ten 
thousand doctors were present, and the papers and ex- 
hibits were of the very best. 

The House of Delegates had several extra sessions and 
many resolutions were adopted. Your delegate again 
served on the Reference Committee on Credentials. It is 
of interest to note the increased attendance of the New 
Hampshire doctors, twenty-two registering in 1937, as 
compared with eight in 1935. 

There was created a Distinguished Service Award which 
provides for fitting recognition to fellows rendering dis- 
tinguished service in the science and art of medicine. Con- 
tract practice was more fully defined and a Council on 
Industrial Health was established. It was recommended 
to the Social Security Board that examinations for blind- 
ness be carried out only by doctors of medicine who are 
competent to diagnose and treat diseases of the eye. The 
Council on Medical Education and Hospitals was urged 
to find some way to make more extended inspection of 
hospitals. 

A resolution was passed requesting the school authori- 
ties to put the family physician’s name on each child’s 
index card, and that the physician and also the parents 
be informed of any accident or illness occurring in the 
school. It was recommended that this action be brought 
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to the attention of the secretaries of the state and county 
medical societies. 

To aid in the attempt to reduce automobile accidents, 
it was urged that the legislative committee of the various 
_ state societies work for a standard drivers’ license law, as 
advocated by the National Safety Council and approved 
by the American Medical Association. States having this 
law have reduced their vehicle death rates an average of 
20 per cent, while all other states have increased their 
death rates. 


The report of the Committee on Contraception was 
unanimously adopted. The Association was asked to make 
clear to physicians their legal rights in relation to the use 
of contraceptives, to investigate and report on the various 
materials, devices and methods used in contraception, and 
to promote thorough instruction in medical schools with 
respect to both fertility and sterility. It was recommended 
that information and advice concerning contraception 
should be given only in. clinics and similar establishments 
legally licensed to treat the sick and under medical con- 
trol. 

The federalization of the practice of medicine and the 
care of the indigent sick was discussed at length. Follow- 
ing the publication of the American Foundation reports, 
a group of physicians were said to have drafted recom- 
mendations for the development of a national health 
policy, the expansion of preventive medicine, federal sub- 
sidization of medical schools and hospitals, and the es- 
tablishment of a federal department of health. The Medi- 
cal Society of the State of New York adopted the rec- 
ommendations after modifying them slightly and adding 
that all plans should be approved by the local medical 
profession before they were put into effect in any com- 
munity. This society brought the matter before the House 
of Delegates which, after several long hearings, voted 
that it approves a federal health department; that it rec- 
ognizes the primary importance of public health, and that 
the American Medical Association continue its “studies 
of the need for and the methods of distributing medical 
care, to the end that the American Medical Association 
shall continue to do everything possible to promote and to 
protect the health of the American people.” It added: 
“The American Medical Association reaffirms its willing- 
ness on receipt of direct request to co-operate with any 
governmental or other qualified agency and to make 
available the information, observations and results of in- 
vestigation together with any facilities of the Association.” 

Senator James Hamilton -Lewis, of Illinois, asked to 
address the House of Delegates and his request was 
granted. He said there was a proposal to attempt to fed- 
eralize the practice of medicine by licensing physicians 
who care for the indigent. He said that he brought the 
following message from the President of the United 
States: “He hoped that you would find a way to co-operate 
with him in such methods as you would jointly find would 
be to the service of the helpless and the afflicted within 
such province as you felt government should undertake.” 
The Board of Trustees was authorized to send a suitable 
reply to the President. 

Since the annual session of the American Medical Asso- 
ciation, there has been published a set of “Principles and 
Proposals” in the provision of medical care, apparently 
identical with those proposed by the physicians who made 
the recommendations that were discussed by the Medical 
Society of the State of New York and the American Medi- 
cal Association. These proposals, endorsed by 430 physi- 
cians, have received considerable publicity, and it is prob- 
able that they will be again discussed in the approaching 
session of the American Medical Association. 

Your delegate would like to be definitely instructed 
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as to what position he shall take in respect to these pro- 
posals, especially those relating to the federal subsidiza- 
tion of medical schools and hospitals. 


Deerinc G. SMITH. 


Dr. Messincer: The Committee on Officers’ 
Reports wishes to commend our delegate to the 
American Medical Association for his careful and 
accurate report. We move that this report be ac- 
cepted and incorporated in the minutes of this 
meeting. 


This motion was seconded and was carried. 


Dr. Messincer: I move that this Society pass 
a resolution opposing the federal subsidy of medical 
schools and hospitals, and that our representative 
to the American Medical Association meeting be 
empowered to express our opinion on this matter. 

We also recommend that the Committee on 
Memorials and Communications draft.a resolution 
expressing the disapproval of this society of federal 
subsidy of medical schools and hospitals. 


This motion was seconded and was carried. 
Dr. Watcxk: I have a list of members in Straf- 


ford County, who were voted by the Society to 
affiliate membership. We request that they be 


voted in as affiliate members of the New Hamp- | 


shire Medical Society. The names are: J. H. 
Bates, of East Rochester; R. G. Blanchard, of 
Dover; L. W. Flanders, of Dover; F. L. Keyes, of 
Rochester; M. A. H. Hart, of Milton. 


Dr. D. G. SmitH: The Hillsborough County 
Medical Society has elected to honorary member- 
ship E. B. Sweet. The County Society has asked 
this House of Delegates to make him an affiliate 
member of the New Hampshire Medical Society. 


Dr. Hussarp: We have two members of the 
Cheshire County Medical Society, H. A. Faulkner, 
of Keene, and Dennis Lamb, of Keene, whom we 
should like to recommend as affiliate members. 


Dr. Sycamore: On behalf of the Grafton Coun- 
ty Medical Society, I wish to present the names of 
F. A. Bogardus, of Canaan, J. W. Bowler, of Han- 
over, and G. D. Frost, of Hanover. 


Dr. Dye: I move that the Secretary be in- 
structed to cast one ballot, electing these men to 
affiliate membership in the New Hampshire Med- 
ical Society. 


This motion was seconded and was carried. 


SPEAKER Rosinson: ‘The Secretary has cast a 
ballot in favor of all of them and I declare them 
duly elected to affiliate membership. 


Dr. D. G. SmirH: My attention was called, a 
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short time ago, to a resolution passed by this so- 
ciety in 1932, relating to a proposal to have a 
federal hospital in this state. It seemed that, at 
that time, all ex-service men could be well taken 
care of in the existing hospitals in the State, and 
that, if necessary and if thought best, the Federal 
Government could pay for their care just as well 
and probably a great deal more cheaply in the 
local hospitals. 

Therefore, in 1932, the House of Delegates 
passed the following resolution: 


We protest against the multiplication of hospitals de- 
signed largely for the care and treatment of ex-service men 
suffering from diseases contracted since their discharge 
from the service, and we recommend that the facilities 
offered by existing civilian hospitals be more largely uti- 
lized. We further recommend that copies of this resolution 
be sent to our representatives in Congress. 


I move that this present House of Delegates 
reafhirm this resolution, and that copies of it be 
sent to our representatives in Congress. 


This motion was seconded and was carried. 


SPEAKER Rosinson: Is there any other new busi- 
ness to come before the meeting at this time? If 
not, the Chair awaits a motion to adjourn. 


Dr. Dye: Mr. Speaker, I move that we adjourn 
this meeting of the House of Delegates, to re- 
convene at eight-thirty o’clock tomorrow morn- 
ing. 

This motion was seconded, and was carried. 


SPEAKER Rosinson: I now declare this meeting 
adjourned. 


Whereupon, the Monday Evening Session of 
the House of Delegates was adjourned at ten- 
forty o’clock in the evening, to re-convene at eight- 
thirty o’clock on Tuesday morning, May 17, 1938. 


* * * 


The House of Delegates convened at the Hotel 
Carpenter, Manchester, on Tuesday morning, May 
17, 1938, at eight-thirty o’clock, with Speaker Rich- 
ard W. Robinson, of Laconia, presiding. 

The following members answered the roll call: 


The President, ex-officio 

The Vice-President, ex-officio 

The Secretary-Treasurer, ex-officio 
Chester L. Smart, Laconia 

A. Philip LaFrance, Laconia 
William J. Paul Dye, Wolfeboro 
Francis J. C. Dube, Center Ossipee 
Osmon H. Hubbard, Keene 

Norris H. Robertson, Keene 
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William M. Bronson, Lancaster 
Robert M. Deming, Glencliff 
Leslie K. Sycamore, Hanover 
John C. Eckels, Lisbon 
Deering G. Smith, Nashua 
Clarence E. Dunbar, Manchester 
George V. Fiske, Manchester 
Herbert B. Messinger, Franklin 
Henry C. Sanders, Claremont 
Edna Walck, Dover 

Addison Roe, Newport 

Emery M. Fitch, Claremont 
Henry O. Smith, Hudson 


SPEAKER Rosinson: We will hear the report of 
the Committee on Memorials and Communications. 


Dr. W. J. Paut Dye: Concerning hospitaliza- 
tion insurance, your committee recommends that 
this question be referred to the Committee on 
Public Relations for further study and for detailed 
recommendations to be later submitted to the 
House of Delegates. 


Dr. Lapp: I move that this recommendation 
be adopted. 


This motion was seconded. 


SPEAKER Rosinson: This matter is now open 
for discussion. 


SecreTaRY MetcatF: The Committee on Pub- 
lic Relations would be glad to have your opinion 
as to what should be done in the event that the 
Hospital Superintendents’ Club wishes to put this 
plan into effect before the House of Delegates 
meets again. 


Dr. Fiske: May I ask what the attitude of 
the American Medical Association is toward this 
matter ? 


SPEAKER Rosinson: They favor it. 


Dr. Lorn: I think it would be well to put our- 
selves on record as being in favor of it. 


SpeaKER Rosinson: Would you like to amend 
the motion before the House to that degree? That 
would give us an expression of opinion of the 
House of Delegates. 


Dr. Lorp: Yes, that we approve the principle 
of insurance. 


SPEAKER Rosinson: Dr. Lord has moved to 
amend the motion before the House that it go 
on record as approving the principle of hospital 
insurance, and that the Committee on Public Rela- 
tions, in co-operation with the Hospital Superin- 
tendents’ Club, be empowered to act for the House 
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of Delegates with any plan that they mutually 
agree upon as being most advantageous in carry- 
ing out the principle of insurance. 


The amendment was seconded and was carried. 


SPEAKER Rosinson: Now, the question is on the 
original motion of the report of the Committee 
on Memorials and Communications. Those in 
favor of accepting the report will signify by say- 
ing “aye.” 


The motion was carried. 


Dr. Dye: Your committee proposes the follow- 
ing resolution: 


Wuereas, by the death of Dr. Charles Duncan, secretary 
of the State Board of Health, the New Hampshire Medical 
Society has lost a member who has served his state long 
and faithfully in the interests of medicine; therefore 
be it 

Resovep, That the New Hampshire Medical Society 
appreciates, in the death of Dr. Charles Duncan, the loss 
to the State of a competent and sincere official, and the loss 
to the many who worked with him of an earnest and true 
friend. He worked steadily for the progress of public 
health. Following his graduation from Harvard Medical 
School in 1903, he became bacteriologist for the New 
Hampshire Board of Health, acting as bacteriologist and 
pathologist for the State Hospital, the Margaret Pillsbury 
Hospital and the New Hampshire Memorial Hospital. 
Dr. Duncan became secretary of the State Board of Health 
in 1918; under his direction, the Laboratory of Hygiene 
was established, ‘and the work of the department increased 
greatly in scope, in line with the significant advance in the 
field of preventive medicine. Through his long period 
of service he gave wholeheartedly of his time and energy, 
accomplishing much toward the prevention of disease and 
the prolongation of life in a state that benefited greatly 
thereby; and be it further 

Resotvep, That these words be incorporated in the rec- 
ords of the New Hampshire Medical Society, and that 
a copy be sent to Mrs. Duncan as an expression of the 
sympathy and esteem held by the members of this Society. 


Your Committee recommends that the memorial 
communication concerning the death of Dr. Charles 
Duncan be incorporated in full. - 


SpEAKER Rosinson: You have heard the recom- 
mendation of the Committee on Memorials and 
Communications. What is your pleasure? 


Dr. Smart: I move that the recommendation 


be adopted. 
This motion was seconded and was carried. 


Dr. Dye: I have a summary of the Wagner 
Bill: 


Statement of Hon. Robert F. Wagner, United States 
Senator from New York, in the Senate of the United States, 
on April 11, 1938: Senate Resolution 265. 

It is proposed that there be established a select com- 
mittee to be composed of three senators, no more than two 
of whom shall be members of the same political party, 
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to be appointed by the president of the Sénate. The com- 
mittee is authorized and directed to make a general study, 
investigation and analysis of the adequacy and cost of 
medical care in relation to income and ability to pay, 
and of ways and means to maintain and improve the health 
of the people of the United States, including but not 
limited to the following: (1) expansion of federal aid; 
(2) extension of governmental aid, by co-operation of state 
and federal governments; (3) operation of existing public 
and private health-insurance or group-health systems; 
(4) utilization of professional experts in the planning, 
direction and execution of the foregoing measures; (5) any 
other subject, matter or thing adjudged by the committee 
to be relevant or germane to the foregoing subjects of 
inquiry. 

The committee shall report to the Senate on or before 
February 1, 1939, the results of its study, together with 
its recommendations for appropriate legislation. 


Concerning Senator Robert F. Wagner’s res- 
olution, your committee recommends that the 
House of Delegates go on record as favoring an 
unbiased investigation of national health prob- 
lems. We feel, however, that such an investiga- 
tion was adequately covered recently by the Amer- 
ican Medical Association, and this report is avail- 
able for Senator Wagner’s committee; furthermore, 
that this question be referred to the Committee on 
Public Relations, with power to act concerning 
such, according to developments in the future. 


Dr. Sycamore: I move the adoption of the re- 
port. 


This motion was seconded and was carried. 


Dr. Dye: There are two senate and house bills 
pending for a new building for the Army Medical 
Library and Museum. 

Your committee recommends that the House ° 
of Delegates go on record as strongly endorsing 


_the passing of S. 3919 and H. R. 10455, bills pro- 


posing to authorize the construction of a new 
building for the Army Medical Library and Mu- 
seum in Washington. 


Dr. Smart: I move the adoption of the recom- 
mendation. 


This motion was seconded and was carried. 


Dr. Dye: We recommend the adoption of the 
following resolution by the House of Delegates: 


WHEREAS, certain proposals pertaining to the compul- 
sory care of the indigent sick under federal control were 
mentioned by Senator James Hamilton Lewis at the June 
10, 1937, meeting of the House of Delegates of the Amer- 
ican Medical Association at Atlantic City, New Jersey; 
therefore, be it 

Resotvep, That the House of Delegates of the New 
Hampshire Medical Society go on record as unreservedly 
condemning the proposals presented by Senator Lewis 
relating to socialized medicine; that we purposely de- 
clare opposition to the enactment of any such plans by all 
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legitimate means at our disposal, and urge every New 
Hampshire physician to oppose this measure and to re- 
fuse to co-operate with any group or agency established to 
carry out Senator Lewis’s outlined purposes; and be it 
further 

Resotvep, That each county society in the State of New 
Hampshire be sent a copy of this resolution with the re- 
quest of endorsing it; also that a copy be sent to New 
Hampshire representatives and senators in Congress. 


Dr. Duss: 
be adopted. 


I move that the recommendation 


This motion was seconded and was carried. 


SpeakeER Rosinson: Is there any other business 
to come before this meeting this morning? If not, 
a motion to adjourn is in order. 


Dr. Duss: I move that we adjourn until eight- 
thirty tomorrow morning, May 18, 1938. 


This motion was seconded and was carried. 


Whereupon, the meeting was adjourned at nine- 
forty-five o’clock in the morning, to re-convene on 
_May 18, 1938, at eight-thirty o’clock in the morning. 


The House of Delegates convened at the Hotel 
Carpenter, Manchester, on Wednesday morning, 
May 18, 1938, at eight-thirty o’clock, with Speaker 
Richard W. Robinson, of Laconia, presiding. 

The following members answered the roll call: 


The President, ex-officio 

The Vice-President, ex-officio 
The Secretary-Treasurer, ex-officio 
Herbert B. Messinger, Franklin 
William J. Paul Dye, Wolfeboro 
William M. Bronson, Lancaster 
Deering G. Smith, Nashua 

Henry O. Smith, Hudson 
Clarence E. Dunbar, Manchester 
Wendell P. Clare, Portsmouth 
Frederic P. Lord, Hanover 

A. Philip LaFrance, Laconia 
Francis J. C. Dube, Center Ossipee 
Addison Roe, Newport 


SPEAKER Ropinson: The first of the 
meeting is the report of the Nominating Com- 
mittee, by Dr. Sanders. 


Report of Nominating Committee 
OFFICERS: 
President: Clarence O. Coburn, Kenneth Churchill, 
George S. Emerson. 


Vice-President: James B. Woodman, Richard E. Wild- 
er, Elmer M. Miller. 


Councilors: Clifton S$. Abbott, Belknap; Arthur W. 
Burnham, Grafton. 
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Trustee: Alpha H. Harriman, Emeritus; Samuel T. 
Ladd. 

Speaker of the House of Delegates: William J. P. 
Dye. 


Vice-Speaker: Fred Fernald. 

Necrologist: Henry H. Amsden. 

Delegate (American Medical Association): Deering G. 
Smith. 


Alternate Delegate: Emery M. Fitch. 


Delegates (New England States’ Meetings): 

Maine: Wendell P. Clare, Lawrence R. Hazzard. 

Vermont: Loren F. Richards, John J. Boardman. 

Massachusetts: William J. Paul Dye, Arthur W. 
Burnham 

Rhode Island: Ellsworth M. Tracy, Benjamin E. 
Sanborn. 

Connecticut: Earl J. Gage, Osmon H. Hubbard. 


CoMMITTEES: 
Committee on Amendments to Constitution and By- 
laws: 
Fred E. Clow, Emery M. Fitch, Louis W. Flan- 
ders. 
Committee on Control of Cancer: 
George C. Wilkins, Howard N. Kingsford, George 
F. Dwinell. 
Committee on Medical Economics: 
Timothy F. Rock, 1939; Leslie K. Sycamore, 1940; 
Richard W. Robinson, 1941. 
Committee on Medical Education and Hospitals: 
John P. Bowler, James W. Jameson, Harris E. 
Powers. 
Committee on Mental and Social Hygiene: 
Charles H. Dolloff, Benjamin W. Baker, Charles 
H. Weaver. 
Committee on Public Relations: 


President, Vice-President, and Secretary-Treasurer, 
ex officiis, Robert J. Graves and John F. 
Holmes. 


Committee on Publication: 


Carleton R. Metcalf, Warren H. Butterfield, Ells- 
worth M. Tracy. 


Committee on Scientific Work: 


Carleton R. Metcalf, Frederick P. Scribner, Nathan 
T. Milliken. 


Committee on Tuberculosis: 


Robert B. Kerr, Robert M. Deming, John D. 
Spring. 


Advisory Committee on Medical Relief: 


Robert J. Graves, John P. Bowler, Roland J. 
Royce. 


Committee on Child Health: 
Colin C. Stewart, Jr., Travis P. Burroughs, Frank- 
lin N. Rogers. 


Committee on Maternity and Infancy: 


Robert O. Blood, Benjamin P. Burpee, Chester F. 
Magill. “ 
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SPEAKER Rosinson: You have heard the report 
of the Nominating Committee. The first order 
of business is the election of a president. The 
meeting is now open for any other nominations. 

Dr. Lapp: I move that the nominations be 
closed. 


This motion was seconded and was carried. 


Ballots were then given to the delegates present. 


Dr. Sanvers: Mr. Speaker, there were thirteen 
ballots cast and Clarence O. Coburn received thir- 
teen votes. 


SPEAKER Rosinson: I declare Clarence O. Co- 
burn elected as president. The next order of busi- 
ness is the election of a vice-president. The meet- 
ing is now open to any further nominations. 


Dr. Dye: I move that nominations be closed. 
This motion was seconded and was carried. 


Ballots were then given to the delegates. 


Dr. Sanvers: The total number of votes cast 
was fourteen; James B. Woodman received thir- 
teen votes and Elmer M. Miller received one vote. 


SPEAKER Rosinson: I declare James B. Wood- 
man elected as vice-president. 


Dr. Lapp: I move that the Secretary cast one 
ballot for the election of the rest of the slate, as 
presented by the Nominating Committee. 

This motion was seconded. 


A vote by ballot was then taken, with reference 
to the rest of the officers. 


SPEAKER Rosinson: The ballot is unanimously 
“yes.” Therefore, I declare the rest of the slate, 
as read by the Nominating Committee, elected. 

Dr. Dye, chairman of the Committee on Me- 
morials and Communications, has a further report 
to make. 


Dr. Dye: We have this resolution to present: 


Wuereas, We are in principle opposed to state medi- 
cine, inasmuch as we feel that such is not only detrimen- 
tal to the best interests of patient and physician alike, 
but also that it destroys individual initiative and so de- 
ters scientific medical progress; therefore, be it 

Resotvep, That the House of Delegates of the New 
Hampshire Medical Society go on record as opposing fed- 
eral subsidization of medical schools and hospitals, since 
such is a form of state medicine; furthermore, be it 

RECOMMENDED, That this matter be delegated to the 
Committee on Public Relations with power to act as fu- 
ture developments make advisable. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


June 23, 


Dr. Lapp: I move that this resolution be 
adopted. 


This motion was seconded and was carried. 


Dr. Messincer: I have one further report to_ 
make. The Committee on Officers’ Reports thanks 
the Committee on Medical Economics for its con- 
sideration of an unofficial fee schedule, and recom- 
mends that no action be taken on this matter at 
this time. 


In view of the fact that the subject of hospi- 
talization insurance has been discussed and re- 
ferred to the Committee on Memorials and Com- 
munications, no additional action is recommended 
by this committee. 


The House of Delegates has already voted to 
continue the Committee on Medical Economics. 


Dr. Messincer: I move that that portion of the 
report be adopted. 


This motion was seconded and was carried. 


SPEAKER Rosinson: Are there any Councilors’ 
reports at this time? 


Councilor’s Report for Merrimack County 


July 7, 1937. Eagle Hotel dinner meeting. Subject: 
“Bang’s Disease.” Dr. Thomas M. Dudley discussed the 
clinical aspects, Dr. Robinson W. Smith the veterinary as- 
pects and Dr. Travis P. Burroughs the epidemiology of 
the disease. Dr. Samuel T. Ladd, of Portsmouth, presi- 
dent of the New Hampshire Medical Society, addressed 
the meeting, and Dr. Thomas Walker, 2nd, Dr. Cornelia 
Walker and Dr. Harold W. Epling were voted into mem- 
bership. 


October 6, 1937. Eagle Hotel dinner meeting. Dr. 
Clough, vice-president, presided in the absence of the 
president, Dr. Parsons. Dr. Reeves Betts, of the Lahey 
Clinic, spoke of new developments in the field of thoracic 
surgery, followed by a moving picture film on the sub- 
ject. Dr. Simon Stone, Dr. Ellsworth M. Tracy, Dr. 
Oliver P. Hayward and Dr. Conrad Ranger were voted 
into membership. 


January 5, 1938. Annual meeting at the Eagle Hotel. 
Dr: Channing Frothingham, of the Faulkner Hospital, 
Boston, spoke on the “Principles and Proposals” of the Com- 
mittee of Physicians. Dr. Carleton R. Metcalf discussed 
Dr. Frothingham’s paper, taking the negative side of the 
question. Officers elected were: president, Dr. William P. 
Clough; vice-president, Dr. J. Dunbar Shields; secretary- 
treasurer, Dr. Warren H. Butterfield; censors, Dr. Henry 
H. Amsden (3 years), Dr. McLean J. Gill (2 years) and 
Dr. William P. Clough (1 year); Delegates, Dr. Thomas 
M. Dudley, Dr. Herbert B. Messinger, and Dr. Warren H. 
Butterfield; auditors, Drs. Harold W. Epling and Eugene 
Chamberlain. 

Drs. Edward Putnam of Warner and Robert Beaudet, 
of Franklin, and Drs. Joseph Clough and William Clough, 
of New London, were elected to membership. 


| 

| 


Vol. 218 No. 25 


April 6, 1938. Luncheon meeting at which Dr. Tracy 
Putnam, of the Boston City Hospital and the Department 
of Neurology, the Harvard Medical School, spoke of 
“Modern Methods of Treatment for Diseases of the Nerv- 
ous System.” This was an admirable review of medical 
and surgical advances in neurological treatment. 


Henry H. Amspen, Councilor. 


Dr. D. G. Smiru: I move that this report be 
accepted. 


This motion was seconded and was carried. 


Dr. Lapp: I move that the Secretary be in- 
structed to notify each and every Councilor that 
he shall make an effort to get his report to the 
House of Delegates next year without fail. 


This motion was seconded and was carried. 


SPEAKER Rosinson: The next business to come 
before the meeting is the determination of the 
place of the next meeting. 


Dr. Dunsar: I think the local members would 
be glad to invite the meeting to Manchester next 
year, as usual. If there are no other invitations, I 
move that we hold our next annual meeting in 
Manchester. 
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SPEAKER Rosinson: Does anyone wish to invite 
the Society elsewhere? Do I hear a second to the 
motion of Dr. Dunbar? 


This motion was seconded and was carried. 


SECRETARY MercatF: I move that we express our 
gratitude to the Manchester medical group for the 
work which they have done this year and the 
courtesy they have shown in inviting us to come 
again. 


This motion was seconded and was carried. 


SPEAKER Rosinson: Is there any other new busi- 
ness to come before the meeting? If not, the 
Chair will entertain a motion to adjourn. 


Dr. Lapp: I move that we adjourn the 1938 
meeting of the House of Delegates of the New 
Hampshire Medical Society. 


This motion was seconded and was carried. 


Whereupon, the 1938 meeting of the House of 
Delegates was adjourned at nine-thirty o'clock in 
the forenoon, on May 18, 1938. 


- 
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CASE RECORDS OF THE 
MASSACHUSETTS GENERAL HOSPITAL 


ANTEMORTEM AND PostMorTEM Recorps as UseEpD 
IN WEEKLY CLINICOPATHOLOGICAL EXERCISES 


FOUNDED BY RICHARD C. CABOT, M.D. 


Tracy B. Matiory, M.D., Editor 


CASE 24251 
PRESENTATION OF CASE 


A forty-seven-year-old, white, American electrical 
engineer entered the hospital with the complaint 
of stomach trouble of four weeks’ duration. 

Four weeks before entry he had a sudden at- 
tack of nausea followed by two episodes of vomit- 
ing. This occurred in the evening. He felt rather 
poorly at that time, but the following morning 
felt much better. However, he noticed the onset 
of a dull heavy ache in the abdomen around the 
umbilicus and had the sensation that there was a 
lump in that region. He also found that he was 
unable to eat a full meal without having the sen- 
sation of being stuffed with food, although he 
had no more nausea or vomiting. He had con- 
siderable flatus, but no borborygmus, and no ac- 
tual abdominal pain. During his illness his stools 
were darker than usual and for the first time in 
his life he had to take a daily cathartic in order 
to have bowel movements. His symptoms con- 
tinued practically unchanged up to the time of 
entry. He had no hematemesis, melena, or jaun- 
dice. During his illness he had lost about 8 Ib. 
in weight. For ten years before entry he had 
taken four or five “shots” of Scotch whisky or gin 
each night, but stated that he was never drunk. 
His past history was otherwise negative, and his 
family history was noncontributory. 

Physical examination revealed a fairly well-de- 
veloped and nourished man showing evidence of 
recent weight loss. The skin was somewhat sal- 
low, and there was a telangiectasis measuring 1 mm. 
in diameter at the mid-point of the right costal mar- 
gin. The sclerae were slightly icteric. The heart 
and lungs were negative, and the blood pressure 
was 135 systolic, 80 diastolic. The right diaphragm 
was definitely higher than the left. The liver was 
markedly enlarged, extending four fingerbreadths 
below the costal margin. The edge was smooth 
and very tender. The spleen could not be made 
out. A rectal examination was negative. 

The temperature was 99°F., the pulse 110. The 
respirations were 20. 

The urine contained 1+ bile but was otherwise 
negative. The blood showed a red-cell count of 
4,380,000 with 80 per cent hemoglobin and a white- 
cell count of 7800 with 89 per cent polymorphonu- 
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clears. The stools were brown in color and gave 
a 4+ guaiac test. The icteric index was 12, and 
the van den Bergh on the blood serum was 3.6 
mg. per cent, biphasic. A Takata-Ara test was 
negative, a blood Hinton was negative. The se- 
rum protein was 6 gm. per cent. A sedimentation 
rate determination gave a maximum fall of 21 
mm. in fifteen minutes with 63 per cent plasma. 
A liver function test gave 40 per cent dye re- 
tention. 

An x-ray of the chest and a flat film of the 
abdomen were normal except for a suggestive mass 
in the epigastrium, corresponding to the left lobe 
of the liver. Examination of the gastrointestinal 
tract by a gastrointestinal series and a barium 
enema showed no evidence of intrinsic disease. A 
Graham test was unsatisfactory. 

An electrocardiogram showed occasional auricu- 
lar premature beats but no other abnormalities. 

An exploratory laparotomy was performed thir- 
teen days after entry. 


DIFFERENTIAL D1AGNosIs 


Dr. WituiaM B. Breep: In order to make this 
short I am going to assume that there was nothing 
above the diaphragm to warrant a diagnosis of 
liver disturbance due to disturbed circulation, — 
either in the pulmonary or coronary circuit. We 
shall confine our attention to the organs below the 
diaphragm. 

This man obviously had either some intrinsic 
liver disease, some disease outside which was caus- 
ing pressure, or he had metastases to the liver. 

In the first place, I should like to know whether 
that temperature of 99°F. was an average tempera- 
ture and whether while he was in the hospital he 
became so sick that they operated on him as a form 
of treatment. 

Dr. Tracy B. Mattory: I do not believe he 
had ever had any significant grade of fever. 

Dr. Breep: I assume he stayed in the hospital 
to be studied, and that finally it was decided to 
explore his abdomen for diagnosis. 

He had no anemia. He had mild jaundice. The 
Takata-Ara test was negative, and there was 40 
per cent dye retention on the liver test. The sedi- 
mentation rate was high, the corrected rate being 
about 1 mm. per minute. The statement that the 
gastrointestinal series and barium enema showed 
no evidence of intrinsic disease seems to me some- 
what evasive, and makes me suspicious that there 
was something outside the gastrointestinal tract 
which might help us in making a diagnosis, per- 
haps some malignant disease with metastases. I 
should like to review the x-ray films to see if there 
is anything that would help us to make a diagnosis 
of primary carcinoma of the liver. 


4, 
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X-Ray INTERPRETATION 


Dr. Georce W. Homes: Most of the evidence 
on these films is negative. He has a considerable 
mass of calcified glands at both lung roots. There 
is no definite elevation of the diaphragm and no 
evidence of active disease in the chest, or enlarge- 
ment of the heart. In the films taken of his abdo- 
men the outlines of the kidney are fairly well 
shown on the right side and I should say that it 
was about normal in size and shape. The liver 
edge is also seen. I should not say it was enlarged, 
although there is some other evidence that does 
suggest it in this film in that the stomach seems to 
lie more to the left than is usual, which is sug- 
gestive of enlargement of the left lobe of the liver. 
I do not believe there is general enlargement of the 
liver. We also made a study of the esophagus but 
there is no evidence of esophageal varices, which 
might help some. In the colon we have an ab- 
normality of position. ‘The cecum apparently 
lies high under the edge of the liver, and this I 
take to be the appendix. I think this is the lower 
margin of the liver. The hepatic flexure is pushed 
down a bit. The colon empties normally and 
shows a normal mucosal pattern. I should agree 
with the interpretation in the report that there 
is no evidence of intrinsic disease. Certainly there 
is nothing that suggests malignant disease except 
possibly the vague suggestion of an enlarged lobe 
of the liver. 


DiFrereNTIAL Dracnosis (continued) 


Dr. Breep: We have two bits of evidence, the 
paragraph stating that the liver on direct exam- 
ination was markedly enlarged, and the statement 
that there was a suggestive mass in the epigastrium 
by x-ray. 

Dr. Mattory: It was observed by a number of 
people and all agreed upon it. 

Dr. Hoimes: I think you should take the clin- 
ical evidence in a question of enlargement of the 
liver. It is certainly as good if not better than the 
x-ray; both are unreliable. 

Dr. Artur W. Aten: If I remember correct- 
ly, this liver felt somewhat nodular to some of us. 

Dr. Breep: That is interesting —and new evi- 
dence. 

Dr. Mattory: Also, I might remark, on sta- 
tistical grounds an unreliable observation. 

Dr. ALLEN: The history does not state it, but 
this man had considerable pain radiating through 
to his back. 

Dr. Hotmes: I should like to ask why the 
Graham test was unsatisfactory. 

Dr. Mattory: It was unsatisfactory because 
large amounts of barium were retained in the 
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colon. Presumably there were overlapping shad- 
ows. 

Dr. Breep: The problem now resolves itself to 
this: Did this man suffer from primary hyper- 
trophic biliary cirrhosis or did he have primary 
cancer of the bile ducts or metastatic cancer of the 
liver? It is fairly clear that he had no portal 
cirrhosis. He had no ascites, no splenic enlarge- 
ment, no esophageal varices, and in view of the 
forty per cent dye retention a negative Takata-Ara 
test is probably good evidence against portal cir- 
rhosis. I cannot explain on the basis of biliary cir- 
thosis alone a 4+ guaiac test. We recently had 
a discussion as to the production of varicosities of 
the esophagus caused by biliary cirrhosis alone. 
It is my impression that biliary cirrhosis as such 
does not produce varicosities of the esophagus with 
consequent bleeding. 

Were there any negative guaiacs on the stools? 

Dr. Mattory: I could find the report of only 
one stool examination and that showed the positive 

iac. 

Dr. Breen: We are told in one place that the 
liver was smooth and tender; in another, that there 
were some nodules in it. Which opinion shall 
we accept? Let us go back over the history. If 
it is true that he had lost only 8 lb., malignant dis- 
ease is unlikely. His story of a sensation of full- 
ness and inability to eat much because he was 
stuffed with food would put it on a mechanical 
basis rather than a toxic basis, it seems to me. He 
was operated on for diagnosis obviously, not for 
treatment; and it is our duty to guess what was 
found at the laparotomy. My guess is that pri- 
mary biliary cirrhosis comes first, because I can- 
not find anything in the story or in the x-ray or 
in the laboratory work to point to the source of 
a malignant disease or to portal cirrhosis. Of 
course, the second guess is primary carcinoma of 
the liver. 

Dr. Wyman Ricuarpson: Would you con- 
sider a diagnosis of catarrhal jaundice? 

Dr. Breep: Yes, I would entertain it. 

A Puysician: The 40 per cent dye retention 
is a good deal for catarrhal jaundice, is it not? 

Dr. Breep: I do not know. ‘ 

Dr. Matiory: It seems to me that would indi- 
cate a certain amount of decreased liver function. 
I cannot remember your having mentioned in your 
discussion the “shots of Scotch and gin.” Do you 
take them seriously? 

Dr. Breep: No, because there is no evidence 
here that this is portal cirrhosis. If he had no 
ascites, no splenomegaly and no demonstrable 
esophageal varices, and has a negative Takata-Ara 
test, with a 40 per cent dye retention, I should 
be very much against a diagnosis of portal cir- 
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rhosis. However, he has some blood in his stool, 
and I cannot explain that. , 

Dr. ALLEN: I was the mechanic in this case ior 
the purpose of diagnosis, just as Dr. Breed has 
suggested. There was a good deal of discussion 
before operation as to the diagnosis, and a con- 
siderable amount of thought was given to the 
possibility of carcinoma of the pancreas with metas- 
tases to the liver. At operation, however, there 
was no evidence whatever of malignant disease. 
There was no evidence of disease in the gall blad- 
der or bile ducts. The liver was uniformly en- 
larged, and it was obvious that his disease was 
one of intrinsic liver disorder. A biopsy from the 
liver edge was taken and no more done. 

Dr. Breep: Where did his bleeding come from? 

Dr. ALLEN: I have a feeling that it was a sin- 
gle observation and probably not from blood in 
the gastrointestinal tract. 


PREOPERATIVE DaGNosiIs 
Carcinoma of pancreas with metastasis to liver. 
Dr. Breep’s Dracnosis 
Hypertrophic biliary cirrhosis of the liver. 
AnatomicaL D1acnosis 


Acute alcoholic cirrhosis. 


PATHOLOGICAL Discussion 


Dr. Matiory: Over and over again at these 
exercises we have had cases of cirrhosis of the liver 
with one or sometimes many positive guaiacs on 
the stools and nothing at autopsy to explain them. 
I am sure any patient with jaundice can have 
from time to time positive guaiacs in the stool. 

The biopsy in this case showed liver cells which 
were very largely filled with fat but here and 
there among the fatty cells were some that con- 
tained quite clear hyaline degeneration of the 
type that is found in alcoholic cirrhosis, and that, 
so far as we know, is specific for it. This is a 
type of case that we see comparatively seldom at 
this hospital. At the Boston City Hospital within 
the past four or five years they have had almost 
an epidemic of it. Their patients have comprised 
a group of patients from the lowest social strata 
who have been drinking very excessively, ever 
since prohibition, alcohol which they can purchase 
without prescription at any drugstore. Many have 
died of acute liver insufficiency with histories of 
drinking from a pint to a quart, sometimes even 
more of slightly diluted alcohol. That type of 
case does not seem to come into this hospital. 
Our most nearly similar cases have come from the 
private pavilions rather than the general wards. 
There is no doubt from the biopsy findings in 
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this case that it is alcoholic and not biliary cir- 
rhosis, though it is in fact so acute that it can 
hardly be called a cirrhosis, there being as yet 
almost no fibrosis. The spleen was not enlarged. 
It represents the earliest initial stage. Had this 
same process kept up for years it would have 
caused an atrophic portal cirrhosis. There must 
always be an initial stage for portal cirrhosis. We 
do not often see patients in that stage because they 
do not die then. The subsequent history of this 
patient added considerable confirmatory evidence 
for our diagnosis. Postoperatively he developed 


characteristic delirium tremens. 


A Puysictan: There is marked decrease in liver 
function, if this is such an early stage. 

Dr. Matiory: A large proportion of the liver 
cells were filled with fat. That certainly would 
not improve their function. 

A Puysictan: There is no reason to suspect the 
left lobe of being enlarged? It was a very uni- 
form enlargement, I take it. 

Dr. Mattory: Yes, it was quite a large liver. 
In this stage it is possible for a liver to weigh 4 or 
5 kg., which is about as large as any liver we 
see except in occasional cases of metastatic disease. 


CASE 24252 


PRESENTATION OF CASE 


First admission: A seventy-six-year-old, unem- 
ployed Irishman entered the hospital with the 
complaint of pain in the right side of his chest 
of six weeks’ duration. ‘ 

All his life he had had attacks of indigestion 
after meals which lasted only a few minutes and 
were relieved by soda. He also had constipation, 
and for many years had noticed that if he swal- 
lowed food or liquids very rapidly they would 
appear to stop temporarily in his epigastrium. 
Rubbing that area would dislodge them. About 
three months before entry he began to have at- 
tacks of dull sickening pain in the upper abdomen 
which occurred after lifting heavy objects and 
radiated to the left chest, right-lower quadrant, 
right hip, down the right leg, and occasionally to 
both chests, to the right ear and down the right 
arm to the tip of the middle finger. The onset of 
the pain had no relation to the intake of food or 
to exercise. At first it was partially relieved by 
taking whisky, but later this aggravated the pain. 
He soon found that lying down always brought 
relief, especially if he placed several pillows be- 
neath his back. The taking of milk and soda was 
also helpful. This pain became progressively worse 
and was practically constant during the six weeks 
before entry. He restricted his diet to malted milk, 


if 


Vol. 218 No. 25 
bread and tea. During the five weeks before entry 
constipation became much more severe, so that it 
was necessary for him to take cathartics three or 
four times a week. Some of his stools were black 
in color, and on three occasions were definitely 
tarry. During the two months before entry he lost 
15 lb. in weight. He had no nausea, vomiting, 
hemoptysis, jaundice, fever, chills or red blood in 
his stools. He had slight dyspnea on exertion and 
slight edema of the ankles in the evening, but 
no marked cardiorespiratory symptoms. Three 
years before entry he had a suprapubic prostatec- 
tomy for urinary frequency, urgency, dribbling and 


nocturia. After operation the frequency and noc-— 


turia persisted, but the other symptoms were re- 
lieved. His past history was otherwise essentially 
negative and his family history noncontributory. 

Physical examination revealed a well-developed 
and nourished man in no acute discomfort. Both 
pupils were slightly irregular and reacted slug- 
gishly to light. There was an old fracture of the 
left clavicle with 4 cm. of shortening and resulting 
deformity of the chest. There were bulging pos- 
teriorly below the scapula and flaring of the rib 
cage of the left costal margin. The left diaphragm 
was slightly elevated and did not move on deep 
inspiration. Beneath the angle of the scapula on 
the left there were slight dullness, diminished tac- 
tile and vocal fremitus, and absent breath sounds. 
Above the angle of the scapula breath sounds were 
diminished. Anteriorly in the left axilla the per- 
cussion note was tympanitic, and definite peristal- 
tic sounds could be heard. The heart was not en- 
larged, but there was an apical systolic murmur. 
The blood pressure was 180 systolic, 120 diastolic. 
There was some tenderness without spasm in the 
right-upper quadrant, and the liver edge was per- 
cussed 3 cm. below the costal margin. There was 
a suprapubic scar with a small hernia. Proctoscopy 
was negative except for a small polypoid thicken- 
ing of the mucosa on the anterior wall, 6 cm. from 
the anus. 

The temperature was 98.6°F., the pulse 75. The 
respirations were 20. 

The urine examination was negative except for 
numerous white cells in the sediment. The blood 
showed a red-cell count of 5,100,000, with 80 per 
cent hemoglobin, and a white-cell count of 7000. 
Guaiac tests on five stools were all negative. A 
blood Hinton test was negative. An electroéar- 
diogram was within normal limits. 

An x-ray of the chest showed a normal right 
diaphragm and lung. On the left the diaphragm 
was elevated and showed paradoxical motion with 
gas in the bowel beneath it. The left lung field 
was clear. The heart was normal in appearance, 
and the aorta was tortuous and perhaps slightly 
dilated. A gastrointestinal series showed a normal 
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esophagus. As the barium enema entered the 
stomach, the fundus was seen to be the most de- 
pendent portion. The barium ascended to the 
body, which was the highest portion of the stom- 
ach, and lay directly beneath the high paralyzed 
diaphragm. From this point the barium descended 
to the pyloric antrum which lay directly over 
the cardia. The duodenal cap which was directed 
downward was constantly irregular and showed a 
definite fleck. Two barium enemas were nega- 
tive for intrinsic disease, although there was marked 
spasm of the entire descending colon. However, 
relaxation and filling were observed along its en- 
tire extent, and no abnormalities were recogniz- 
able in the mucosal pattern. X-rays of the spine 
and pelvis showed no evidence of metastases. 
There were areas of calcification in the region of 
the left kidney and a long dense oval shadow in 
the left side of the true pelvis which could have 
represented a large ureteral stone. An intravenous 
pyelogram showed normal filling of the pelves, 
calices and ureters, except in the region of the 
above-described area of calcification where the left 
ureter failed to fill, However, there was no other 
evidence of obstruction. 

He remained in the hospital three weeks and 
improved considerably on an ulcer regime. He 
was discharged on a six-meal bland diet with 
tincture of belladonna. 

Final admission (sixteen months later). The 
interval history was very incomplete because of 
lack of co-operation. Following discharge he 
gained weight and felt reasonably well except for 
occasional epigastric distress. He followed his diet 
faithfully, but took little belladonna. A few weeks 
before re-entry he began to lose his appetite, and 
both his epigastric pain and his constipation in- 
creased. About two weeks before re-entry he no- 
ticed swelling of his abdomen and ankles and be- 
gan to have a cough productive of moderate 
amounts of thick yellow sputum. He had some 
nausea, and his stools became tarry. He was given 
white pills by his physician which seemed to in- 
crease his pain. Gradually he became weaker 
and somewhat irrational. During the week before 
re-entry his stools became loose and his bowels 
were apt to move involuntarily when he coughed. 
On the day before re-entry he vomited small 
amounts of black material on three occasions. He 
was very weak, almost fainted several times and 
passed many black loose stools. 

Physical examination revealed a well-developed 
and nourished man in no acute distress but appar- 
ently very weak and somewhat drowsy. There 
was marked pallor of the skin and mucous mem- 
branes. The examination of the chest was essen- 
tially the same as on the previous admission. The 
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blood pressure was 120 systolic, 70 diastolic. The 
abdomen was pendulous and somewhat tympanitic. 
There was slight tenderness in the midepigastrium, 
and the liver edge was percussed 4 cm. below the 
costal margin. No masses were felt. Rectal ex- 
amination was negative. The patient was lying 
in a thin brownish-black rectal discharge. 

The temperature was'99.5°F., the pulse 110. The 
respirations were 20. 

The urine examination was negative except for 
- numerous white cells in the sediment. The blood 

showed a red-cell count of 2,500,000 with 55 per 
cent hemoglobin, and a white-cell count of 14,300 
with 90 per cent polymorphonuclears. The guatac 
test on the stool was 4+. The blood Hinton was 
negative. The nonprotein nitrogen of the blood 
serum was 62 mg. per cent. A urine culture gave 
nonhemolytic streptococci and a heavy growth of 
Bacillus proteus. 

He continued to pass dienapé blood by rectum, 
some of which was dark red in color. He was put 
on a first-stage gastric diet and given a transfusion 
but in spite of this his red-cell count fell to 970,000 
and he died on the fourth day. _ 


DiFFERENTIAL DIAGNosIS 


Dr. Bramey: I am particularly inter- 
ested to know whether the x-ray examination in- 
dicates that all the- abdominal organs were be- 
neath the diaphragm. 

Dr. Grorce W. Hormes: Yes. I would inter- 
pret this as evidence of paralysis of the diaphragm 
without an explanation of the cause. The stom- 
ach was inverted so that the greater curvature 
was in contact with the diaphragm and the lesser 
curvature pointing down. I think this happens 
fairly frequently when the diaphragm is para- 
lyzed. Sometimes it is accompanied by torsion, 
se I do not think that is so here. The descrip- 
tion of the deformity of the duodenum with a 
fleck suggests an active duodenal ulcer. It is also 
stated that there is a stone in his kidney as well as 
ureter. The barium enemas were negative except 
for increased irritation in the colon. 

Dr. Brartey: It seems to me that when this 
patient was discharged the first time there were at 
least three diagnoses one could make. He pre- 
sumably had ureteral calculus of some size, but 
it does not seem to have interfered with the func- 
tion of the kidney or ureter. He also had a duode- 
nal ulcer. The third diagnosis involves the ques- 
_ tion, What was the matter with his diaphragm and 
the left side of his chest? I believe he had even- 
tration of the diaphragm. It is difficult to differen- 
tiate eventration and hernia, but there is a cate- 
gorical statement here about the position of the 
diaphragm which makes hernia unlikely. 
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Eventration of the diaphragm is a very rare 
condition. There are about twenty times more 
diaphragmatic hernias than eventrations, and when 
it occurs it is on the left side about twenty times 
oftener than on the right side. It is four times 
commoner in men. It was first described in 
1784 by Pyle and given its present name in 1829 
by Cruveilhier. It is a very poor name but from 
long usage it is still retained. There has been 
a great deal of discussion as to the cause of 
eventration. Most people feel it is congenital be- 
cause there is hypoplasia of the left lung, not 
atelectasis. Furthermore there seldom appears to 
have been mechanical cause that could have 
brought it on. Often it has been discovered very 
early in life. The diagnosis is made almost en- 
tirely by x-ray and positively by pneumoperito- 
neum, whereby one can demonstrate air under the 
diaphragm and above the abdominal viscera. Dr. 
Lord in 1926, in discussing this condition, thought 
pneumoperitoneum a radical procedure and a dan- 
gerous one. Nowadays we use it more commonly 
and perhaps feel that it is less dangerous. The 
behavior of the diaphragm on respiration is not 
important. One would think there would be 
paradoxical motion of the paralyzed leaf. That is 
not always the case,— it may move normally, or 
not at all, or in reverse direction. Certain other 
points are interesting, one of which is mentioned 
here, — Hoover’s sign, with flaring of the rib mar- 


‘gin on the affected side because of lack of dia- 


phragmatic pull which should be present. Further- 
more the mediastinum is pulled toward the good 
side because the negative pressure is greater on the 
good side than on the side of eventration. The 
heart ordinarily is displaced to the right in left 
eventration and the diagnosis of dextrocardia is 
often made. There may be no symptoms at all.. 
The condition is frequently discovered accidentally. 
On the other hand, very distressing symptoms such 
as pain after meals, may be found. Bleeding has 
been reported occasionally. I discovered that Ver- 
brycke* reported a case where kinking was so 
severe there was necrosis of the gastric mucosa and 
fatal hemorrhage. There may be cough, dyspnea, 
cyanosis and so forth, and there may be partial 
obstruction of the gastrointestinal tract, either 
stomach or colon, from kinking of the viscera 
under the high diaphragm. 

Coming back from these generalities to the 
case at hand the patient was discharged on an ulcer 
diet which relieved most of his symptoms. He 
gained weight again, and a good deal of his ill- 
health must have been due to the ulcer. He came 
back sixteen months later to die of hemorrhage, 
I judge. The hemorrhage was not a single mas- 


*Verbrycke, J. R., Jr.: Eventration of the diaphragm. Surg., 
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sive affair, but repeated hemorrhages in the diges- 
tive tract too frequent and too gross for compen- 
sation by blood-forming organs. The questions 
that arise are, Why did he bleed? And where did 
he bleed? We have read here of polypoid thick- 
ening of the rectal mucosa. I do not see that we 
can pin the hemorrhage on the colon. In the first 
place cancer was carefully searched for and ruled 
out apparently. In the second place the blood is 
almost entirely old changed blood. He vomited 
dark-brown material which was probably blood, 
and furthermore, I do not think that bleeding 
from cancer of the colon is very often fatal. 

Might he have had cirrhosis of the liver or 
esophageal varices? We have a definite report that 
the esophagus was normal. The liver was reported 
below the costal margin. Nothing was‘ said 
about the upper border of the liver, which is an 
essential point and too often left out. In all prob- 
ability the liver was not small, however, as it 
would be in cirrhosis which had developed to the 
point where fatal hemorrhage would occur. He 
has some evidence of ascites and edema of the 
ankles, but that can well be explained on the 
basis of hemorrhage and the lowering of blood 
protein and osmotic pressure of the blood. 

As regards bleeding from the gastric mucosa Dr. 
Bock, about five years ago, reported cases of very 
severe (I am not sure if fatal) oozing of blood in 
cases of diaphragmatic hernia. It can be very ex- 
tensive and while this is eventration, not hernia, I 
do know that similar hemorrhage can occur in 
eventration where the stomach or bowel is kinked. 

However, we know he has duodenal ulcer and 
we know that duodenal ulcers can cause fatal hem- 
orrhage, especially in a man of this age. I think 
he died from hemorrhage from the duodenal 
ulcer. 


Are there any other diagnoses we ought to con- 
sider? The point is made that he had a urine 
culture showing nonhemolytic streptococci and 
Bacillus proteus. Dr. Albright has seen some in- 
teresting cases of Bacillus proteus in the kidneys 
where the urine was persistently alkaline, and in- 
variably there were massive stones in the kidneys. 
Nothing is said about alkaline urine here, and 
nothing very much about the kidney stones. I 
should suppose that probably these were either 
casual contaminants or represent a minor degree 
of infection which commonly occurs in these old 
people with prostatic obstruction. Cardiac in- 
farction might well have occurred in a man of 
his age but I think the drop in blood pressure and 
so forth can be as well explained by hemorrhage. 
He has been raising thick yellow sputum, but I 
do not know what to make of that. I think he 
had eventration of the diaphragm and kidney 
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tract stones, and duodenal ulcer with fatal hemor- 
rhage therefrom. 


X-Ray INTERPRETATION 


Dr. Hoimes: This film shows the position of 
the diaphragm on the left side and below it the 
viscera filled with gas. It is rather unusual with a 
diaphragm as high as this that there is no displace- 
ment of the heart. The opposite lung is clear. In 
the examination of the gastrointestinal tract the 
fundus of the stomach is here. This is the pylorus. 
This is the greater curvature, so that the stomach 
is exactly upside down. Then in the duodenum 
we have this characteristic deformity which has 
the appearance of a large ulcer, perhaps being the 
crater. Here is another film that shows the de- 
formity in the colon. There may be some in- 
creased peristaltic activity, but there is no evidence 
of an organic lesion. In going through this group 
of films hurriedly this is the only one I could find 
of the urinary tract without barium and appar- 
ently there are shadows in the region of the kid- 
ney. That could be stone. There is some motion, 
and I would want a confirmatory film before I 
made a positive diagnosis of stone. 


CurnicaL Discussion 


Dr. WitutaM B. Breen: I agree with Dr. Brailey 
that this man died of hemorrhage from his duo- 
denal ulcer. There was some discussion as to 
whether anatomically the fracture of the clavicle 
could have been responsible for paralysis or trush- 
ing of the left phrenic nerve and I am not too 
clear anatomically about that. Could the injury 
of the fracture crush the phrenic nerve and pro- 
duce this high diaphragm? 

Dr. Frankuin G. Batcu, Jr.: In the series of 
fractures of the clavicle in this hospital we have 
never seen that complication. 

Dr. Breep: What is the anatomic relation be- 
tween the phrenic nerve and the clavicle? 

Dr. Hotmes: The phrenic nerve seems very 
deep. 

CuinicaL DracNoses 


Bleeding duodenal ulcer with secondary anemia. 
Eventration of stomach and intestines. 
Paralysis of left diaphragm. 


Dr. DiAGNosEs 


Eventration of diaphragm. 
Duodenal ulcer. 
Nephrolithiasis. 

ANATOMICAL DIAGNOSES 


(“Eventration of the diaphragm.”) 
Gastric ulcer with hemorrhage. 


. 
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Pulmonary atelectasis, left. 
Nephrolithiasis, left. 

Pyelonephritis, chronic, left. 

Operative scar: Suprapubic prostatectomy. 


PaTHOoLocicaL Discussion 


Dr. Tracy B. Mattory: The autopsy showed 
what one would expect in so-called eventration 
of the diaphragm. The left diaphragm was ex- 
tremely high and the great omentum had curled 
up into the space immediately beneath the dia- 
phragm so that it lay on top of all the other ab- 
dominal contents. It had pulled the colon up 
with it, and that in turn had rotated the stomach 
by traction on the gastrocolic ligament so that in 
order, from above downward we found omentum, 
colon and stomach. We disagreed with the x-ray 
department about the location of the ulcer. We 
found a large, penetrating, gastric ulcer and no- 
ticed nothing in the duodenum. It was imme- 
diately adjacent to the pylorus but definitely on 
the gastric side. In its center was quite a large 
artery, evidently eroded, and the source of the 
hemorrhage. 

There were numerous stones in the pelvis of the 
left kidney and a long stone in the left ureter. 
The kidney on that side was very atrophic and 
showed marked scarring — evidence of healed 
pyelonephritis. We have sections of the two 
phrenic nerves and I think there is a definite dif- 
ference between the two. The one on the left 
shows some evidence of degeneration, the right is 
normal. We could not make out that the nerve 
was pressed upon by the clavicle deformity. 


Dr. Crester M. Jones: There are two points in 
the history which I think should lead one to sus- 
pect a diaphragmatic lesion. The pain and dis- 
tress were modified by change in position; there 
was difficulty in swallowing. The distribution of 
the pain, which was very marked, would also sug- 
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gest that he had a definite involvement possibly 
of more than the stomach alone, which would 
fit in perfectly well with an accumulation of organs 
under a high diaphragm and resulting traction. 
The other point is that the physical signs were 
fairly characteristic, — dullness and signs of fluid 
at the left base, — and yet they were not so marked 
as in other cases. It is not uncommon to have 
pleural effusion suspected and dry taps made a 
aie 9 of times before the diagnosis is consid- 
ered. 

Dr. Mattory: I forgot to add that at autopsy 
the left lung was completely atelectatic, but that 
could not ‘have been the case for any very long 
period before death. 

Dr. Brartey: Was it a small lung? 

Dr. Mattory: It seemed small, naturally, be- 
cause of the atelectasis. We did not attempt to 
blow it up and I do not know whether it would 
have looked small if we had done that or not. It is 
too bad we did not do it. 

Dr. Brarey: If it were a congenital lesion it 
probably would be small, would it not? 

Dr. Mattory: Yes. 


Dr. Georce W. W. Brewster: Could anything 
have been done by surgery? 

Dr. Matrory: You could certainly have done 
nothing about the diaphragm. Moreover, if you 
tacked the stomach back in normal position I do 
not believe it would have stayed. There was a 
hole there that had to be filled with something. 
I suppose the portion of the stomach containing 
the ulcer could have been resected with profit. 

Dr. Hoitmes: We had a case recently with the 
stomach in the same position where the surgeons 
turned it down and fastened it to the anterior 
abdominal wall. 


Dr. Matiory: Has it stayed there? 
Dr. Homes: I do not know. 
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SUBSTANDARD PRACTICE 
OF MEDICINE 


Tue recently drafted resolve introduced by the 
Committee on Public Health of the Massachusetts 
‘Legislature is an attempt to deal in a tentative 
and somewhat hesitant fashion with a problem in 
medicine that has rarely been clearly formulated. 
The resolve provides for an interim study of the 
registration of osteopathic physicians and of chiro- 
practors, of the creation of a so-called basic-science 
board and of a single board of the healing arts. 
This is not a new idea in Massachusetts and the 
placing of all persons under a single board of 
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registration was recommended by the commission 
which made its report in 1925. The resolve pro- 
vides also for a study of what is sometimes called 
the “poison law,” in the light of recent disastrous 
experiences with certain poisonous drugs, the 
trafic in which has not hitherto been regulated. 
This last topic need not be considered in connec- 
tion with substandard practice. 

The rising standards for the qualification of 
physicians in the past seventy-five years have 
worked considerable hardship on substandard prac- 
titioners of medicine while they have worked in- 
calculable benefit for the public. In the past one 
hundred and fifty years, there have been chartered 
over four hundred and fifty medical schools in 
the United States, most of which proved to be 
ephemeral and their names have never been heard 
by most persons of middle age. But the urge to 
study and practice medicine is powerful, whatever 
the motive, and there has been an eruption ot 
cults, which have sought and frequently found 
recognition by the legislative bodies of various 
states. 

The history of the cult in medicine can be out- 
lined briefly. By chance someone treats a sick 
person in an unusual way and the patient recov- 
ers. Other patients are treated; the successes are 
remembered, the failures forgotten. The happy 
results are attributed to the method, and soon a 
school of therapy based on a new theory of dis- 
ease is developed. One is reminded of the advice 
of the wise old physician to a young patient who 
inquired anxiously “Shall I take this new treat- 
ment?” “By all means,” he replied, “while it is 
still new. Its virtue will disappear when it is old.” 

The cult grows, holds its own for a while, wanes 
and disappears. Sometimes it makes a permanent 
contribution to the stream of medicine, but from 
its birth it is doomed. One cannot predict the 
span of its life, but a very vigorous cult may 
endure through three generations of men. Some 
die in infancy, some in childhood. It is on this 
account that Massachusetts should beware of giv- 
ing formal recognition to cults in medicine. The 


single standard of qualification for all who prac- 
tice medicine, of which Massachusetts was once so 
justly proud, should be emphasized, and every 
effort should be made to restore it. 

Seventy-five years ago a cultist might easily ob- 
‘tain a charter for a medical school and incorporate 
his ideas in as little or as much medicine as he 
saw fit. As this is no longer possible, he seeks 
recognition for his cult by his own separate board 
of registration which will approve his own schools. 

The basis for his claim is the provincial and 
ignorant assertion that since he uses no drugs he 
is not practicing medicine. By repeating this false 
statement over and over again he persuades those 
minded like himself, in and out of legislative halls. 

There is a tendency for the cultist schools to 
become more and more like standard schools of 
medicine. One of the arguments set forth in favor 
of the recently enacted law that postpones the effec- 
tive date of the activity of the Approving Author- 
ity was that not sufficient time was given by the 
original statute for schools of osteopathy to reach 
the approved standards. Such assimilation to stand- 
‘ard schools of medicine appears to a disinterested 
person to be a move in the right direction. But 
among osteopathic physicians there are some parti- 
sans with keener insight than the average who 
think it is the beginning of the end and who have 
issued warnings against the tendency. This as- 
similation is a concession that osteopathy is not 
enough, and a recognition that osteopathy is a part 
of the practice of medicine; and such concession 
and recognition inevitably lead to the view that 
osteopathy at its best can be regarded as only one 
possible method of treatment among the many 
resources of the healing art. What the residue, 
if any, of osteopathic procedures will be, one can- 
not say. Perhaps some form of “manipulative sur- 
gery” will include whatever there is of permanent 
good. But its theory as to the cause of disease has 
never received any scientific support. The chiro- 
practic schools — at least some of them —are im- 
proving so that in certain respects they resemble 
the poorer schools of medicine seventy-five years 
ago, the names of which are now forgotten. Why 
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go back. to those obsolete standards of medical 
education ? . 

The secret of the power of the cult is the esoteric “ 
quality of its dogma. As soon as there is acknowl- 
edged the necessity for aught else, — as by approxi- 
mating its curriculum to that of the standard medi- 
cal school, —the corrosive poison has entered its 
system and, as a matter of experience, can never 
be eliminated. 

Just what will come from the study proposed 
by the resolve no one can foretell, but anything that 
will throw more light on the growth, development 
and actual worth of osteopathy and chiropractic 
and their schools should be welcomed. 


HUNTINGTON MEMORIAL HOSPITAL 


Tue annual report of the Collis P. Huntington 
Memorial Hospital calls renewed attention to the 
excellent work being done by the oldest special 
cancer hospital in the community. Although lim- 
ited in its number of beds, its active outpatient 
department and above all the importance of its 
work have done much to forward the cause of 
cancer control. 

The hospital is in no small part a monument 
to the vision and unremitting work of the late 
Dr. Robert B. Greenough, whose clear insight of 
the need for both fundamental research in cancer 
and the development of methods of diagnosis and 
therapy, as well as training younger members of 
the medical group in the knowledge of cancer, has 
made possible the high state of development of 
cancer control in Massachusetts. : 

The outstanding advance at the hospital in the 
past year has been the installation of the new 
Van de Graaff-Trump supervoltage x-ray gen- 
erator, which enables the hospital to treat patients 
with the highest effective x-ray voltage ever gen- 
erated for therapeutic purposes. The machine oper- 
ates routinely at 1,200,000 volts, roughly equivalent 
to the amount of radiation that might be obtain- 
able from 2000 grams of radium element. While 
it is too soon to evaluate the therapeutic results, 
the work will be followed with great interest by all 
those working in the field of cancer. 
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Cast History No. 77. Premature 
. SEPARATION OF THE PLACENTA 


Mrs. B. G., a twenty-two-year-old primipara in 
the thirtieth week of her pregnancy, was walking 
along the street when she started to flow and 
- flowed enough to saturate her clothing. She went 
to her physician’s office immediately. 

Her family history was negative. Her tonsils 
had been removed as a child and her appendix 
had been taken out ten years before. She had a 
history of healed tuberculosis. There was no his- 
tory of diabetes, scarlet fever, rheumatic fever or 
malignant disease. 


Catamenia began at thirteen, with a regular 
twenty-eight-day cycle, lasting three or four days 
without pain. Her last period was late in July, 
making her due for delivery early in May. 

Physical examination in October, early in her 
pregnancy, showed a well-developed and _ nour- 
ished young woman. The heart was not enlarged; 
there were no murmurs. The lungs were clear 
and resonant; there were no rales. The blood 
pressure was 120 systolic, 60 diastolic. Vaginal ex- 
amination showed the cervix posterior and the 
fundus anterior. 


She was seen routinely throughout her preg- 
nancy, which was normal in every respect until 
the above-mentioned bleeding. Physical examina- 
tion at this time, March 16, showed the uterus 
very irritable as though she were going into labor. 
It was somewhat spastic but did relax at times. 
The fetal heart was heard. The diagnosis of par- 
tial separation of the placenta was made and 
~ she was sent at once to the hospital. A previous 
examination on March 1 showed a high-breech 
presentation. A rectal examination at this time 
ruled out a placenta previa. Upon arrival at the 
hospital her blood was matched and cross-matched 
with her husband’s blood which was found to be 
compatible. In view of the fact that the chance of 
the baby’s survival was so small because of its pre- 
maturity, it seemed wise to treat her conservatively. 

A series of selected case histories by members of the section will be 
published weekly. 


Comments and questions by subscribers are solicited and will be discussed 
by members of the section. 
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There was practically no bleeding after hospitali- 
zation, although the uterine contractions kept up 
and it was thought that she was going into labor. 
These continued off and on for about a week and 
then subsided. During this time there was no 
bleeding. She was kept in the hospital until April 
11. Three days before she was allowed to go 
home a vaginal examination was done under 
aseptic conditions. It showed the cervix not flat 
and a breech well in the lower segment; no pla- 
centa was felt. No attempt was made to put the 
finger through the cervix. 


She was seen at home on April 20, at which 
time her blood pressure was 118 systolic, 60 dias- 
tolic. A specimen of urine obtained at this time 
showed a trace of sugar and of albumin. 

She started in labor about 6 p. m., April 20. A 
rectal examination at 6:45 p. m. was unsatisfactory. 
A vaginal examination at 8:30 p. m. showed the 
cervix taken up and thin and dilated about three 
fingers; the breech was presenting. A normal, 
double footling, SRA position, extraction was per- 
formed at 10:30 p. m. The child, a female, weighed 
5 lb., 10 oz., and appeared in good condition. The 
placenta showed an area of degeneration about 7.5 
cm. square, the seat of the previous bleeding. There 
was no bleeding after delivery, and her entire con- 
valescence was uneventful. 


Comment. The treatment of partially separated 
placentas before thirty-two weeks should always be 
conservative because the risk to the mother of ab- 
dominal delivery is not justified. As a matter of 
fact, most completely separated placentas at this 
period should be treated conservatively. If this con- 
dition arises four weeks later and the bleeding keeps 
up and labor does not result, then cesarean section 
becomes justifiable because the chance of the 
baby’s survival at this time is*excellent. In this 
individual case it was believed that the separation 
of the placenta was not complete, that labor was 
imminent and that the baby had just as good a 
chance, even though it was small, of survival after 
vaginal delivery as it would have had by section. 
There was no justifiable excuse for subjecting the 
mother to the added dangers of a section. 

Prolonged hospitalization before viability in the 
absence of further bleeding is the ideal treatment. 
Intelligent procrastination — leaving the vagina en- 
tirely alone —in the absence of further bleeding 
until viability is well assured is not only justifiable 
but advisable, for many babies will undoubtedly 
be saved by this method. Routine immediate 
vaginal examinations before viability are contra- 
indicated in cases of this type. 
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TUBERCULOSIS* 


In spite of the encouraging decline in tuberculosis, the 
pulmonary form of the disease is still a major public-health 
problem. It is one of the chief causes of death in early 
adult life. 

The earlier the diagnosis is made, the greater the chance 
of stopping the disease by treatment. Early diagnosis is 
also of great moment to the patient’s family and the com- 
munity in diminishing the danger of well people getting 
the disease. 

If you have a persistent cough with or without fever, 
or if you have night sweats, loss of appetite and loss of 
weight; if you have an attack of pleurisy or if you spit up 
blood, you should consult your doctor at once. In addi- 
tion to a physical examination, he will want the sputum 
examined and an x-ray of the chest. 

Financial considerations need not stand in the way. The 
State Department of Public Health has a diagnostic lab- 
oratory at the State House, and laboratories are main- 
tained by local boards of health in many communities 
where sputums sent by physicians are examined for tuber- 
cle bacilli free of charge. 

Facilities are fortunately available throughout the State 
for the x-ray examination of patients unable to pay and 
for those who have been living with them. Such persons 
may be referred by physicians to diagnostic outpatient de- 
partments or consultation clinics maintained by the state 
or county sanatoriums, or to certain tuberculosis diagnostic 
clinics maintained by local boards of health. 

It is not to be expected, however, that in any large pro- 
portion of cases the disease will be recognized in its early 
stages, or proper treatment started, or measures taken to 
prevent spread of infection in the family and the com- 
munity unless you realize: (1) that in the early stages of 
the disease there may be no suggestive symptoms or phys- 
ical signs, (2) that an early diagnosis may be possible only 
by x-ray examination, (3) that there is a high percentage 
of infection among those exposed to the disease in the 
family, (4) that an x-ray examination should be made of 
all family contacts of a patient with tuberculosis, and (5) 
that the investigation of school children for tuberculosis 
is an important means of prevention and control of the 
disease. 

The investigation of school children, known as the Ten 
Year Program, was initiated by Dr. Henry D. Chadwick, 
our very capable Commissioner of Public Health. School 
children were examined on a statewide scale for the ten 
years following June, 1924. In the course of this survey 
of nearly 1,000,000 children in the investigated schools, 
400,000, or 40 per cent, were tested with tuberculin and 
100,000 who reacted to the test were x-rayed. 

Results of far-reaching importance for Massachusetts 
and other communities were obtained in the course of this 
investigation. It demonstrated the prevalence of tuber- 
culosis in children and the significance of family contact 
as a source of contagion. It furnished information of 
importance for the prevention and control of tuberculosis 
in the community. 

In accordance with the original plan, the State Depart- 
ment of Public Health terminated the Ten Year Program 
in June, 1934. Since then, the routine examination of 
school children has been carried out through the services 
of the state and county sanatoriums and by the State De- 
partment of Public Health in certain places where the 
sanatoriums are unable to furnish such service. 

Facilities for the routine investigation of school children 

*A “Green Lights to Health” broadcast given by Dr. Frederick T. Lord 
on Wednesday, June 8, and sponsored by the Public Education Committee 


of the Massachusetts Medical Society and the Massachusetts Department 
of Public Health. 
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are by these means available in most communities in the 
State. In Boston during the past year, children in the 
parochial schools have been investigated by the Boston 
Health Department. 

In the examination of school children for tuberculosis, 
a change has been made from the investigation annually 
of the seventh, ninth and eleventh grades. Beginning 
with the school year, 1937-38, examinations have been made 
of children in the high-school grades. This has the advan- 
tage of enabling the examiners to investigate a larger 
number of children in one school at one time and to return 
to the same school when others have taken the place 
of children already investigated. 


Owing to the usual absence of symptoms and physical 
signs with tuberculosis in childhood, it is only by x-ray 
examination that the disease can be discovered. Children 
whose parents sign the request slips are first tested with 
tuberculin and an x-ray examination is made of the chil- 
dren who react to the test. 


Q. Dr. Lord, will you explain why it is desirable first 
to test the children with tuberculin and to x-ray only 
those who react to the test? Would it not be easier to 
x-ray all the children? 

A. Yes, Mr. Strawson, it would be easier to x-ray all 
the children, but much more expensive. The test with 
tuberculin is a relatively simple and inexpensive proce- 
dure. The cost of the x-ray examination amounts to about 
$1.00 per child. 


Sensitivity to tuberculin is acquired in the course of 
infection with tubercle bacilli and is limited to the sub- 
jects of such infection. Reactions to tuberculin serve to re- 
veal those children who have been infected with tubercle 
bacilli. This is spoken of as a screening process. 


Q. How is the tuberculin test performed? 

A. Until recently the children were tested by what is 
known as the scratch test in. which the tuberculin is 
scratched into the superficial layers of the skin. Recent- 
ly the test has been made by injecting a very small amount 
of this substance into, not under, the skin. 


Q. Is it a painful process? 
A. Only a slight prick from the introduction of a fine 
needle into the skin. 


Q. What proportion of the children may be expected 
to react to tuberculin? 

A. The proportion varies in different communities. 
In general, about 30 per cent of the high-school students 
may be expected to react. 


Q. Does the reaction to tuberculin indicate that the 
child is in a serious condition? 

A. Not at all! The reaction to tuberculin means that 
there has been exposure to tubercle bacilli. The. resulting 
infection is usually inactive and unimportant. A _ posi- 
tive skin test to tuberculin in the absence of other mani- 
festations is of little or no importance. 


Q. What is likely to be found on x-ray examination 
of the children who react to tuberculin? 

A. In the high schools, about 1 in 80 of the children 
tested may be expected to have x-ray evidence of what is 
called the first infection, or childhood type, of tuberculosis, 
with involvement of the lung and tha lymph nodes about 
the larger air passages. In about 1 in 700 of the children 
~— the adult type of pulmonary tuberculosis will be 
ound, 
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Q. What is meant by the adult type of tuberculosis in 
children? 

A. The adult type of tuberculosis is a reinfection in 
an already infected individual. The disease is likely to be 
in the upper parts of the lung and is prone to undergo 
softening, ulceration and cavity formation. 


Q. Is there a difference in the importance of these 
two forms of the disease in children — the childhood and 
the adult type? 

A. In the high schools, the finding of at least 8 cases 
of the childhood type to 1 of the adult type makes the 
former the most important group so far as numbers go. 

The two forms of the disease are, however, quite dif- 
ferent from the point of view of seriousness. 

The childhood type of the disease is usually mild and 
the outlook favorable. Its discovery is to be regarded as 
a safeguard in the opportunity afforded to prevent fur- 
ther infection, for instruction regarding exercise, rest and 
diet and for further x-ray examinations. It is to be ex- 
pected that, in consequence, further progress of the disease 
will be prevented in many cases, with resulting saving 
of life and the avoidance of an expensive illness. On the 
whole, however, because of its usual benign course the most 
important advantage to be derived from the discovery 
of the childhood type is the opportunity to find a source 
of infection through the investigation of family contacts. 

The adult type of tuberculosis in children is serious and 
the outlook poor. Its discovery affords the opportunity 
for the institution of treatment, the elimination of a source 
of danger to others by removal of the child from school 
and the examination of family contacts. 


Q. In what proportion of high-school children is 
parental consent given for the examination? 

A. During the last four years of the Ten Year Pro- 
gram, of about 88,000 children in the investigated high 
schools, permission was granted for the testing of only a 
little over half the children. 


Q. As the examination is paid for out of tax money 
and is of advantage to the children and their families, 
why is the proportion of consents so low? 

A. As the information obtained may be lifesaving and 
lead to the avoidance of an expensive illness, the explana- 
tion must be that the purpose and importance of the exam- 
ination is not fully understood. 


Q. With respect to examination of family contacts, does 
this mean that the family contacts of all the children who 
react to tuberculin should be examined? 

A. No. It is only the family contacts of the few chil- 
dren who are found to have tuberculosis by x-ray examina- 
tion. In addition, the importance should be emphasized 
of the x-ray examination of all household contacts of tu- 
berculous patients in the state, county, municipal and pri- 
* vate sanatoriums and in the practice of physicians. 

As an indication of the importance of the examination 
of family contacts, it may be noted that during a period of 
four years, practically 90 per cent of the family contacts of 
patients at one of the county sanatoriums were examined, 
with the finding of the disease in over 20 per cent and 
active pulmonary involvement in about 8 per cent. By 
this means, more patients in the early and consequently 
favorable stages were admitted to this sanatorium than by 
all applications through the usual channels. 

Investigation for tuberculosis should be made of grade 
and high-school teachers, students entering the state teach- 
ers’ colleges, nurses in hospitals at the time of enrollment, 
medical students, hospital interns, nursemaids and domes- 
tic help where there are children. Investigation should 
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also be made of all people known to have diabetes as they 
are especially susceptible to tuberculosis. 


Q. In patients in whom an early diagnosis is made, are 
the results of treatment favorable? 

A. The early recognition of pulmonary tuberculosis 
may be expected to be followed by rapid subsidence of 
symptoms, but physical activities even under the most 
favorable circumstances must be very largely restricted at 
least for months and permanent arrest of the disease can 
hardly be expected within a number of years. 


Q. Is there hope of recovery when the disease is be- 
yond the early stages? 

A. Late recognition diminishes the chance for recovery, 
but much may still be done and many lives saved. It may 
be necessary, however, to resort to the use of more radical 
measures in the treatment of such cases. Important ad- 
vances in treatment have been made in the development 
of methods for putting the affected part of the lung at 
rest. These methods are spoken of as collapse therapy, 
and the procedures are technically known as artificial 
pneumothorax, phrenic-nerve operations and thoracoplasty. 
This surgical attack is one of the most important of the 
recent advances in the treatment of old-fashioned con- 
sumption, or what we now call pulmonary tuberculosis. 


DEATHS 


BREWSTER — Mary Jones Brewster, M.D., of Welles- 
ley, died June 9. She was in her seventy-sixth year. 

Born at Brookfield, she was graduated from Wellesley 
College in 1883 and from the Women’s Medical College 
of Pennsylvania in 1892. 

Dr. Brewster was formerly resident physician of Smith 
College and had served as social-service head of the cotton 
mills at Lagrange, Georgia. Formerly a fellow of the 
Massachusetts Medical Society she had been retired for 
some time. 

A sister and a brother survive her. 


EVELETH — Samuet Everetu, M.D., of 32 Pleasant 
Street, Marblehead, died June 14. He was in his fifty-sixth 


year, 

Born in Marblehead, he graduated from Amherst Col- 
lege in 1904 and received his degree from the Harvard 
Medical School in 1908. For thirty years he had been a 
practicing physician in Marblehead and was a trustee of 
the Mary Alley Hospital and a member of the staff of the 
Salem Hospital. Dr. Eveleth was a fellow of the Massachu- 
setts Medical Society and the American Medical Associa- 
tion and was a member of the North Shore Medical So- 
ciety. 

A sister and a brother survive him. 


TASKER — Frank E. Tasker, M.D., of West Acton, 
died June 19, at his home. He was in his seventy-fifth 
year. 

Born in Northwood, New Hampshire, he was graduated 
from Dartmouth Medical School in 1893. Dr. Tasker was 
the oldest physician in Acton both in service and age, hav- 
ing practiced there for forty-four years. He was the chair- 
man of the Board of Health. 

Dr. Tasker was a member of the American Medical As- 
sociation and a fellow of the Massachusetts Medical So- 


ciety. 
A half-brother survives him. 


| 
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NEW HAMPSHIRE MEDICAL SOCIETY 
DEATHS 


SMITH — Frank A. SmitH, M.D., died in Florida on 
April 24 at the age of eighty-three. He was for many 
years a practicing physician in Lebanon. In 1932 Dr. 
Smith was made an affiliate member of the New Hamp- 
shire Medical Society. 


THERIAULT — Josepx THertautt, M.D.,-aged seventy- 
eight, died May 9 in Montreal, Province of Quebec. He 


was born in Jolliette, Province of Quebec, but moved , 


from there to Laconia and later went to Concord, where 
he was a practicing physician for thirty-five years, 

He is survived by two brothers, Eylsses Theriault, of 
Montreal, and Philias Theriault, of Los Angeles. 


DISTRICT SOCIETY NEWS 


The Grafton County Medical Society met at the Lit- 
tleton Hospital, on April 28, as guests of the staff. Drs. 
A. F. Erdmann, of Lisbon, Montfort Haslam, of Little- 
ton, and Frank Seligson, of Glencliff, were elected to 
membership in the society. The program was a sympo- 
sium on undulant fever, discussion being contributed by 
Drs. Pickwick, Bogle and Eckels. Dr. Eckels showed a 
case of cardiospasm of unusual interest in that gastros- 
tomy had been required, but the patient was eventually 
able, as a result of gradual esophageal dilatation, to take 
solid food by mouth. The patient, who has been trained 
to use bougies himself, gave a demonstration for the society. 


MISCELLANY 


NOTE 


Dr. Stanton J. Ten Broeck, of Orange, Massachusetts, 
was recently tendered a reception by his many friends on 
the occasion of completing forty-five years’ service to the 
residents of Orange and the surrounding territory. 

Born in Hillsdale, New York, Dr. Ten Broeck graduated 
from New York University Medical College and settled in 
Orange. He is director of the Orange National Bank and 
vice-president of the Orange Savings Bank, and has been 
a fellow of the Massachusetts Medical Society since 1893. 


REPORTS OF MEETINGS 


HARVARD MEDICAL SOCIETY 


A meeting of the Harvard Medical Society was held at 
the Peter Bent Brigham Hospital, April 21, Dr. Henry A. 
Christian presiding. The first paper of the evening was 
presented by Dr. Emil Goetsch, professor of surgery in the 
Long Island College of Medicine, Brooklyn, who spoke 
on the subject “Adrenalin Sensitivity in Hyperthyroid- 
ism.” 

Dr. Cannon previously had shown by animal experimen- 
tation that when the thyroid gland is’ activated or when 
thyroid extract is administered, the sympathetic nervous 
system is rendered hypersensitive to injected adrenalin. 
Accordingly, Dr. Goetsch early believed that human beings 
suffering from hyperthyroidism should show a similar in- 
creased response to adrenalin, with an accentuation of the 


symptoms of thyroid hyperactivity. He found that 0.5 cc.’ 


of adrenalin administered subcutaneously to a person with 
hyperthyroidism caused characteristic responses such as 
nervousness, apprehension, restlessness, tremor, vasocon- 
striction followed by flushing, perspiration, rise in blood 
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pressure, increase in pulse pressure and pulse rate, and ac- 
celeration in respiratory rate. Such effects persisted for 
from one to one and a half hours. Normal individuals 
usually experienced no symptoms from the administration 
of this amount of adrenalin. The reactions of persons 


with neurasthenia and Addison’s disease were only minimal 


and very transient. The degree of response in patients 
with hyperthyroidism was found to vary in intensity with 
the degree of severity of the disease. Dr. Goetsch de- 
veloped a test to differentiate hyperthyroidism and various 
nervous disorders, using the response to a standard dose 
of 0.5 cc. of adrenalin as an index. Since the development 
of the method for determination of the basal metabolic 
rate, this adrenalin sensitivity test has not been used for 
diagnostic purposes except in cases of apparently non-toxic 
adenomatous goiter in which the metabolic rate may not 
be elevated. In such patients there is a characteristic 
clinical syndrome due to the action of the adenomatous 
goiter, the presence of which can be confirmed by a posi- 
tive adrenalin sensitivity test. In such instances the 
adrenalin test has been more useful as a criterion of thy- 
roid disease than the metabolic rate. 


He further stated that patients in thyroid storm exhibit 
in a magnified degree all the symptoms observed follow- 
ing injection of adrenalin, and considered it probable 
that the storm is caused, in large part, by the effect of the 
patient's own adrenine secreted in excessive amounts. 
Although administration of potassium iodide or Lugol’s 
solution to hyperthyroid patients reduced the basal meta- 
bolic rate, it did not necessarily decrease the fundamental 
hypersensitivity to adrenalin. It was believed that further 
investigations into this subject might eventually be of aid 
in decreasing deaths due to thyroid storm. 

Dr. Francis G. Blake, Sterling Professor of Medicine in 
the Yale University School of Medicine, delivered the sec- 
ond paper, on the subject “The Value of Antitoxin in 
Scarlet Fever.” 

Preliminary investigations on the use of scarlet fever 
antitoxin gave rise to divergent opinions as to its value. 
Some persons held that its usefulness was outweighed by 
frequent anaphylactic reactions, and by the high inci- 
dence of serum sickness following its administration. Many 
felt that no strong evidence had been produced to show 
that it decreased or controlled the complications of the 
disease. Other investigators (of which Dr. Blake was 
one) believed that the antitoxin was of definite value in 
the toxic stage of the disease and was also of value in de- 
creasing septic complications in incidence and severity. 

Some of the divergent opinions arose from the use of 
the serum in the late stages of the disease after the rash 
had faded —a time when antitoxin is of no value. Other 
false impressions were given by the inadequate standardiza- 
tion of many of 
were extremely weak in potency. Another reason for the 
divergence of opinion was the too frequently held concept 
of the minimum therapeutic dose. Higher doses of anti- 
toxin should be used than those usually recommended. 

Dr. Blake discussed observations made on 464 cases 
seen between the years 1924 and 1937. All these cases 
were admitted and treated during the first week of their 
disease. They were classed as mild if their temperature 
was under 102°F. (per rectum) and they had only slight 
tonsillitis or pharyngitis. Extremely severe cases had a 
temperature between 103 and 107°F., extreme pharyngitis, 
active delirium or coma. Severely septic cases were com- 
plicated by adenitis, otitis media, meningitis, and so 
forth. The majority of these cases received between 14,000 
and 40,000 units of antitoxin. The mild cases are no 
longer given serum, The extreme cases receive as much 


= 


the serums on the market, some of which 


. 

1 
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as 60,000 units. The serum is usually given intramuscu- 
larly. Approximately 35 per cent of these cases still de- 
velop serum reactions, but only 10 per cent are severe. 


Evaluation of the results of treatment with antitoxin is 
peculiarly difficult due to the self-limitation of the disease 
and because of its dual nature. Evaluation can be ap- 
proached in two ways: (1) objective study of phenomena 
occurring abruptly following antitoxin administration; 

) comparison of complications arising in treated and 
untreated cases. 


1. Influence of antitoxin on toxic phenomena. The 
course of the toxemia is paralleled by the course of the 
rash, and assays of the amount of toxin in the blood have 
proved this point. The amount of toxin in the blood 
varies within wide limits, however, in some individuals 
being as low as 0.25 unit per cubic centimeter, and 
in others as high as 300 units per cubic centimeter. The 
toxemia increases during the first three days of the dis- 
ease, and then subsides in the usual case. In septic cases 
the toxemia is apt to be more severe and often lasts for 
seven days, but then subsides, even though the sepsis con- 
tinues. Antitoxin to be effective must cause a blanching 
of the rash when injected subcutaneously in high dilu- 
tion. Study of cases treated with antitoxin showed that it 
produced rapid fading of the rash, and an abrupt fall in 
temperature. The antitoxin was found to neutralize the 
toxin in the blood, and the appearance of antitoxin could 
be demonstrated in the blood following the intramuscular 
injection. 


2. Effect of antitoxin on incidence and severity of 
complications. In an occasional case with severe sepsis, 
for example, meningitis, antitoxin produced marked im- 
provement, although many similar cases showed no bene- 
fit. Of 464 cases treated with antitoxin 16 per cent de- 
veloped complications or sequelae subsequent to adminis- 
tration of antitoxin. In a control group of 434 untreated 
cases 34 per cent developed complications or sequelae. 
The treated group was favored because of the greater 
number of adults included. On the other hand the dis- 
tribution according to severity strongly favored the un- 
treated group as did the fact that only 20 per cent of the 
untreated as opposed to 47 per cent of the treated cases 
were septic on admission. Cases receiving treatment 
on the fourth to the seventh day did not show such 
a marked decrease in incidence of complications as did 
those treated on the first to the third day. On the basis 
of his experience Dr. Blake is satisfied that antitoxin has 
value in reducing the incidence of subsequent complica- 
tions and sequelae provided it is used early in the course 
of the disease. Therefore he treats all moderately severe 
to severe toxic cases with antitoxin as soon as possible. 


Dr. Blake does not believe that the use of a few cubic 
centimeters of convalescent serum is of value, since such 
serum contains only from 10 to 20 units of antitoxin per 
cubic centimeter, and best results are obtained with an 
average of 20,000 units of antitoxin. In cases extremely 
sensitive to horse serum, transfusion of from 400 to 600 
cc. of whole blood is often of value. 


During the discussion Dr. Blake stated that the effect of 
sulfanilamide on the incidence and severity of complica- 
tions of scarlet fever has not yet been properly evaluated. 
This drug probably exerts no influence on the toxic ef- 
fects of the disease. 
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NOTICES 
CLINICS FOR CRIPPLED CHILDREN 


IN MASSACHUSETTS, UNDER THE PROVISIONS 
OF THE SOCIAL SECURITY ACT 


DaTE OrTHOPEDIC CONSULTANT 
Lowell July 1 Albert H. Brewster 
Salem July 5 Harold C. Bean 
Haverhill July 6 Arthur T. Legg 

Gardner July 12 Mark H. Rogers 
Brockton July 14 George W. Van Gorder 
Worcester July 15 John W. O’Meara 
Pittsfield July 18 Francis A. Slowick 
Springfield July 20 Garry deN. Hough, Jr. 
Fall River July 25 Eugene A. McCarthy 
Hyannis July 26 Paul L. Norton 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistRIcT FOR THE WEEK BEGINNING 
Monpay, JUNE 27 
Turspay, June 28 
Medical Library Association. 
*10 a. m. - 12:30 p.m. Tumor clinic. Boston Dispensary. 
Wepnespay, June 29 
Medical Library Association. 
Tuurspay, JuNE 30 
Medical Library Association. 
Fripay, Jury 1 
*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary, 
Saturpay, Juty 2 


*10 a. m.- 12m. _ Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 


*Open to the medical profession. 


June 23—Pentucket Association of Physicians. 
8:30 p. m. 


June 28-30 — Medical Library Association. Page 1031, issue of June 16. 


Duck-In, Merrimac, 


ScpreMBER 12-14 — American Association for the Study of Goiter. 
545, issue of March 24. pica 
SerremBer 12-15— American Congress of Physical Therapy. Page 946, 


issue of June 2. 


Ocroser 8 and Novemser 15 — American Board of Ophthalmology. 
282, issue of February 10 phthalmology. Page 


Ocroser 17-21 — Clinical Congress of the American College of Surgeons, 
New York City. 


_ OCTOBER 24-26 — Academy of Physical Medicine, Scientific Session. Wash- 
ington, D. C. 


. 


District Mepicat Societies 
HAMPDEN 

Meeting will be held on the fourth Tuesday in July. 
PLYMOUTH 

Meeting will be held at 11 a. m. on July 21. 


BOOKS RECEIVED FOR REVIEW 


Embryonic Development and Induction. Hans Spemann. 
401 pp. New Haven: Yale University Press, 1938. $5.00. 

The Romance of Proctology. Charles E. Blanchard. 284 
pp. Youngstown: Medical Success Press, 1938. $4.50. 

Cause and Prevention of Disease. William H. Perkins. 
713 pp. Philadelphia: Lea & Febiger, 1938. $7.50. 

The New International Clinics: Original contributions: 
clinics; and evaluated reviews of current advances in the 
medical arts. Edited by George M. Piersol. Volume 2, 
N. S. 1. 315 pp. Philadelphia, Montreal, New York: 
J. B. Lippincott Company, 1938. $3.00. 
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Practical Otology, Rhinology and Laryngology. Adam 
E. Schlanser. 315 pp. Philadelphia: Lea & Febiger, 1938. 


$4.50. 

Immune-Blood Therapy of Tuberculosis with Special Ref- 
erences to Latent and Masked Tuberculosis. Joseph Hol- 
lés. 197 pp. New York, 1938. $2.00. 

The Biology of Arteriosclerosis. M. C. Winternitz; 
R. M. Thomas and P. M. LeCompte. 142 pp. Springfield, 
Illinois and Baltimore: Charles C Thomas, 1938. $4.00. 

Materia Medica: Drug administration and prescription 
writing. Oscar W. Bethea. Fifth revised edition. 577 
pp. Philadelphia: F. A. Davis Company, 1938. $5.00. 

Injection Treatment of Varicose Veins and Hemorrhoids. 
H. O. McPheeters and James K. Anderson. 315 pp. Phila- 
delphia: F. A. Davis Company, 1938. $4.50. 

Medical State Board Questions and Answers. R. Max 
Goepp. Seventh edition. 644 pp. Philadelphia and Lon- 
don: W. B. Saunders Company, 1938. $5.50. 

A Symposium on Cancer. Given at an Institute on Can- 
cer Conducted by the Medical School of the University of 
Wisconsin. 202 pp. Madison: The University of Wis- 
consin Press, 1938. $3.00. 


BOOK REVIEWS 


Workbook on Elementary Diagnosis for Teaching Clinical 
History Recording and Physical Diagnosis. Logan 
Clendening. 167 pp. St. Louis: The C. V. Mosby 
Company, 1938. $1.50. 


With his usual flair for discovering new ways of pre- 
senting old and significant facts, Dr. Clendening has 
evolved a laboratory manual for the young student of 
elementary diagnosis which stands midway between the 
paper-covered pamphlet supplied by hospitals and medical 
schools for the guidance of clinical clerks and the usual 
textbook of physical diagnosis. Several of the recently 
published textbooks of physical diagnosis have been char- 
acterized by eye appeal through excellent photographic 
illustrations at the expense of careful accuracy in the text. 
It is a pleasure to be able to praise the quality of Clenden- 
ing’s illustrations (pen drawings from photographs) and 
at the same time acknowledge the reliability of his text. 
Achievement of the latter is aided by abundant references 
to the citations from the works of the original discoverers 
of common physical signs—a custom which is happily 
growing among textbook authors, The reduction in price 
(from $3.00 to $1.50) is added justification for advising the 
second-year medical student that this is a book to be placed 
on his “must buy” list. 


The New International Clinics: Original contributions: 
clinics; and evaluated reviews of current advances in 
the medical arts. Edited by George M. Piersol. Vol- 
ume 1, N.S. 1. 322 pp. Philadelphia, Montreal, New 
York: J. B. Lippincott Company, 1938, $3.00. 


This quarterly volume of a periodical published since 
1891 appears this year under its new editor George Morris 
Piersol. The purpose of the /nternational Clinics from the 
first was to serve as a postgraduate course in medical 
instruction, for those unable to attend courses at the bed- 
side, by publishing carefully edited stenographic reports of 
lectures or discussions in wards or amphitheaters; only 
at times were especially prepared original articles included. 
That they filled a need is indicated by the popularity at- 
tained and by the appearance of other similar publica- 
tions, 
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The New International Clinics, however, has lost the dis- 
tinctiveness of its predecessor. It contains seventeen ex- 
cellent original contributions covering many aspects of» 
medicine and surgery by eminent men throughout the. 
country, but there are only thirty pages of “clinics.” 

George R. Minot is the Boston representative on the 
editorial board, and there are original papers by Harold 
Jeghers, William H. or and Donald S. King of this 
city. 


A Dissertation on Acute Pericarditis, 1836. Oliver W. 
Holmes. 39 pp. Boston: Welch Bibliophilic Society, 
1937. 


A hitherto unknown manuscript which Holmes pre- 
pared as his thesis for graduation from the Harvard Medi- 
cal School, in 1836, has been brought to light among the 
Holmesiana at the Boston Medical Library and published 
by the Welch Bibliophilic Society. The text presents a 
study made by him upon a series of 11 cases of acute 
pericarditis which he observed while in attendance upon 
the wards of a Parisian hospital during the years 1833-35. 
Before going abroad he had taken two courses at a private 
medical school in Boston and upon his return, late in 1835, 
he obtained his medical degree from Harvard University. 

The date at the end of the dissertation is January 12, 
1836, and in the last paragraph he states that he had only 
three days in which to prepare the thesis, having recourse 
only to his own library and to the cases he had tabulated 
two years before in Paris, where he saw the material with 
Louis and Andral, his preceptors. The record is inter- 
esting as indicative of the methods of research in vogue at 
that time; these were largely clinical, of course, in a con- 
dition of this sort, but were supplemented by a certain 
amount of postmortem material, the nature and significance 
of which were only just beginning to be appreciated by 
the brilliant group of French physicians headed by Andral, 
Laennec, Chomel and Louis. The petty rivalries engen- 
dered by the desire to receive credit for advancement of 
the knowledge of disease are much in evidence — happily 
more so than is true of the present time. 


Man, Bread and Destiny: The story of man’s food. C. C. 
Furnas and S. M. Furnas. 364 pp. Baltimore: The 
Williams & Wilkins Company, 1937. $3.00. 


Beginning with the evolutionary stages leading to pres- 
ent-day human dietetic practices, this book attempts to 
show the influences which food has exerted in the develop- 
ment of civilization, and in subsequent chapters explains 
the part played in nutrition by carbohydrates, fats, pro- 
teins, minerals and vitamins. Adequate space is given to 
a discussion of each of these essential constituents of a 
wholesome diet, with explanations of the danger incident 
to the omission of any one or more of them. 

Enough space is given to the physiologic chemistry of 
nutrition to enable the lay reader to understand how the 
vital forces of the body are maintained. The section de- 
voted to the vitamins makes clear the present-day knowl- 
edge pertaining to the role of these indispensable elements. 
In addition to the recital of facts relating to nutrition and 
the associated disease problem, advice concerning the eco- 
nomics of food supplies is presented. 

This is an unusually interesting book: in addition to the 
factual data the authors have a sense of humor and have 
introduced many historical references and personal opin- 


ions which help the reader to profit by the information 
set forth. 


